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cal College.  Secretary,  1891-96.  8  West  Seventy-sixth  Street, 
New  York. 

1888.— *Coleman,  John  Scott,  M.D.     1892. 

1896.— Cragin,  Edwin  B.,  A.B.,  M.D.  Professor  of  Ob- 
stetrics, College  of  Physicians  and  Surgeons,  N,  Y. ;  Attending 
Physician  to  the  Sloane  Maternity  Hospital;  Consulting  Ob- 
stetric Surgeon  to  the  Maternity  Hospital;  Consulting  Gyne- 
cologist to  the  New  York  Infirmary  for  Women  and  Children. 
10  West  Fiftieth  Street,  New  York. 

1889. — Currier,  Andrew  F.,  A.B.,  M.D.  Assistant  Gyne- 
cologist to  the  Skin  and  Cancer  Hospital ;  Attending  Gynecolo- 
gist to  Belle\aie  Hospital,  Out-patient  Department;  Consult- 
ing Gynecologist  to  McDonough  Memorial  Hospital,  New  York 
and  Ossining  Hospital,  Sing  Sing,  N.  Y.,  and  Mt.  Vernon  Hos- 
pital, Mt.  Vernon,  N.  Y.  152  East  Thirty-fourth  Street,  New 
York. 

1893.— Gushing,  Ernest  W.,  A.B.,  M.D.  Surgeon  to 
Woman's  Charity  Club  Hospital.  168  Newbury  Street, 
Boston. 
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1889. — Davenport,  Francis  H.,  A.B.,  M.D.  Assistant 
Professor  of  Gynecology,  Harvard  University;  Assistant  Sur- 
geon to  the  Free  Hospital  for  Women;  Physician  to  the  De- 
partment of  Diseases  of  Women,  Boston  Dispensary.  Council, 
1891.     419  Boylston  Street,  Boston. 

1891.— Davis,  Edward  P.,  A.M.,  M.D.  Professor  of  Ob- 
stetrics, Jefferson  Medical  College ;  Professor  of  Obstetrics  and 
Diseases  of  Infancy,  Philadelphia  Polyclinic;  Visiting  Ob- 
stetrician to  the  Jefferson,  Philadelphia,  and  Polychnic  Hos- 
pitals; Clinical  Professor  of  Pediatrics,  Woman's  Medical  Col- 
lege. Council,  1896,  1899.  250  South  Twenty-first  Street, 
Philadelphia. 

1892. — Dickinson,  Robert  L.,  M.D.  Surgeon  (Gynecolo- 
gist) to  Brooklyn  Hospital;  Obstetrician  to  Kings  County 
Hospital;  Instructor  in  Obstetrics  and  Assistant  Obstetrician, 
Long  Island  College  Hospital.  168  Clinton  Street,  Brooklyn, 
N.  Y. 

Founder. — Drysdale,  Thomas  M.,  A.M.,  M.D.  Council, 
1887.     1305  Locust  Street,  Philadelphia. 

1889. — Dudley,  A.  Palmer,  M.D.  Professor  of  Diseases 
of  Women,  New  York  Post-Graduate  Medical  School  and 
Hospital;  Gynecologist  to  Harlem  Hospital.  Council,  1893. 
Vice-President,  1903.     678  Madison  Avenue,  New  York. 

1886. — Dudley,  Emilius  Clark,  A.B.,  M.D.  Professor  of 
Gynecology,  Chicago  Medical  College;  Fellow  of  the  British 
Gynecological  Society.  Council,  1891,  1893.  Vice-President, 
1898.     1619  Indiana  Avenue,  Chicago. 

1879.— Duer,  Edward  L.,  A.M.,  M.D.  Gynecologist  to 
the  Presbyterian  Hospital;  Visiting  Obstetrician  to  Preston 
Retreat;  Consulting  Obstetrician  to  Philadelphia  Maternity, 
etc.  Vice-President,  1899.  1606  Locust  Street,  Philadel- 
phia. 

1891.— Edebohls,  George  M.,  A.M.,  M.D.  Professor  of 
Diseases  of  Women,  New  York  Post-Graduate  Medical  School 
and  Hospital;  Gynecologist  to  St.  Francis'  Hospital.  Coun- 
cil, 1896.     59  West  Forty-ninth  Street,  New  York. 

1893.— Edgar,  James  Clifton,  Ph.B.,  A.M.,  M.D.  Pro- 
fessor of  Obstetrics,  Cornell  University  Medical  College  of  New 
York;  Obstetric  Surgeon  to  the  Mothers'  and  Babies'  Hos- 
pital; Obstetrician  to  the  Emergency  Lying-in  Hospital.  50 
East  Thirty-fourth  Street,  New  York. 
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1887.— Emmet,  Bache  McE.,  M.D.  Professor  of  Gyne- 
cology, New  York  Post-Graduate  Medical  School  and  Hospital; 
Surgeon  to  the  Woman's  Hospital  in  the  State  of  New  York. 
Vice-President,  1894.     18  East  Thirtieth  Street,  New  York. 

1895. — Emmet,  John  Duncan,  M.D.  Gynecologist  to  St. 
Vincent's  Hospital.     91  Madison  Avenue,  New  York. 

Founder. — Emmet,  Thomas  Addis,  M.D.,  LL.D.  Made 
Honorary  Fellow  1902. 

Founder. — Engelmann,  George  J.,  A.M.,  M.D.  Master 
in  Obstetrics,  Vienna;  formerly  Professor  of  Diseases  of 
Women  and  Operative  Midwifery,  Missouri  Medical  College 
and  Post-Graduate  School,  St.  Louis;  President  of  Southern 
Surgical  and  Gynecological  Society,  1890.  Council,  1879, 
1882,  1898,  1899.  Vice-President,  1886,  1895.  President, 
1900.     208  Beacon  Street,  Boston. 

1890.— *Etheridge,  James  H.,  A.M.,  M.D.     1899, 

1889.— Ford,  Willis  E.,  A.M.,  M.D.  Medical  Director,  St. 
Luke's  Hospital;  Professor  of  Electro-Therapeutics,  Univer- 
sity of  Buffalo;  Lecturer  on  Electro-Therapeutics,  New  York 
University  and  Bellevue  Medical  School.  Council,  1^^2>.  266 
Genesee  Street,  Utica,  N.  Y. 

1881.— fFosTER,  Frank  P.,  M.D.     1895. 

1902. — Frederick,  Carlton  C,  B.S.,  M.D.  Professor  of 
Clinical  Gynecology,  University  of  Buffalo;  Surgeon-in-Chief 
Buffalo  Woman's  Hospital.  64  Richmond  Ave.,  Buffalo,  N.  Y. 

1890.— Fry,  Henry  D.,  M.D.  Professor  of  Obstetrics, 
Medical  Department  of  Georgetown  University.  1133  Four- 
teenth Street,  N.  W.,  Washington,  D.  C. 

1888. — Gehrung,  Eugene  C,  M.D.  President  and  Chief 
of  the  Gjmecological  Department  of  the  South  Side  Dispen- 
sary; Consulting  Gynecologist  of  the  Missouri  Baptist  Sani- 
tarium; Corresponding  Member  of  Societe  Obstetricale  et 
Gynecologique  de  Paris;  Membre  Titulaire  de  la  Societe  Fran- 
caise  d'Electrotherapie.  N.  E.  corner  Vandeventer  Avenue 
and  Westminster  Place,  St.  Louis. 

1881.— tGiLLETTE,  Walter  R.,  M.D.     1889. 

1891.— GoFFE,  J.  Riddle,  Ph.M.,  M.D.  Professor  of  Gyne- 
cology, New  York  Polyclinic  Medical  School  and  Hospital; 
Gynecologist  to  New  York  City  Hospital ;  Assistant  Gynecolo- 
gist to  the  New  York  Skin  and  Cancer  Hospital;  Consulting 
Gynecologist  to  St.  Joseph's  Hospital,  Yonkers,  N.  Y.  Council, 
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1896.  Secretary,  1897-1902.  29  West  Forty-sixth  Street, 
New  York, 

i^ownt^er.— *GooDELL,  William,  A.M.,  M.D.,  LL.D.     1895. 

1877.— fGooDMAN,  John,  M.D.     1892. 

1888. — Gordon,  Seth  C,  M.D.  Lecturer  on  Diseases  of 
Women,  Portland  School  of  Medical  Instruction;  Surgeon  to 
the  Maine  General  Hospital ;  Consulting  Surgeon  to  the  Maine 
Eye  and  Ear  Infirmary;  President  of  the  Maine  Academy  of 
Medicine  and  Science;  Ex-President  of  the  Maine  Medical 
Association;  Ex-President  of  the  Section  of  Obstetrics  and 
Gynecology  of  the  American  Medical  Association;  Fellow  of 
the  British  Gynecological  Society.  Council,  1892.  President, 
1902.     Portland,  Maine. 

1890. — Grandin,  Egbert  H.,  M.D.  Consulting  Gynecolo- 
gist to  the  French  Hospital;  Attending  Gynecologist  to  Co- 
lumbus Hospital.  116  West  Seventy-sixth  Street,  New 
York. 

1886. — Green,  Charles  M.,  A.B.,  M.D.  Assistant  Pro- 
fessor of  Obstetrics,  Harvard  University;  Obstetric  Physician 
to  the  Boston  Dispensary;  Senior  Visiting  Physician  for  Dis- 
eases of  Women,  Boston  City  Hospital;  Assistant  Visiting 
Physician  to  the  Boston  Lying-in  Hospital.  Council,  1895, 
1899.     78  Marlborough  Street,  Boston. 

1887.— *Hanks,  Horace  Tracy,  M.D.,  LL.D.     1900. 

1895. — Harris,  Philander  A.,  M.D.  Gynecologist  to  the 
Paterson  General  Hospital  and  to  Passaic  General  Hospital; 
Corresponding  Member  of  the  Obstetrical  and  Gynecological 
Society  of  Paris,  France  (1885).  26  Church  Street,  Paterson, 
N.J. 

1894.— Harrison,  George  T.,  A.M.,  M.D.  63  West  Fifty- 
first  Street,  New  York. 

1894. — Henrotin,  Fernand,  M.D.  Professor  of  Gyne- 
cology, Chicago  Polyclinic;  Senior  Surgeon  to  the  Alexian 
Brothers'  Hospital;  Ex-President  of  the  Chicago  Gyneco- 
logical Society;  Consulting  Gynecologist  to  St.  Joseph's  Hos- 
pital; Corresponding  Member  of  the  Belgian  Gynecological 
Society.     353  La  Salle  Avenue,  Chicago. 

1891. — Hirst,  Barton  Cooke,  M.D.  Professor  of  Obstet- 
rics, University  of  Pennsylvania;  Obstetrician  to  the  Univer- 
sity and  Maternity  Hospitals;  Visiting  Obstetrician  to  the 
Preston  Retreat;  Gynecologist  to  the  Howard  Hospital  and 
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to  the  Southeastern  Hospital  for  Women  and  Children;  Con- 
sulting Obstetrician  to  the  Lying-in  Charity.  1821  Spruce 
Street,  Philadelphia. 

1892.— *HoLMEs,  Horatio  R.,  M.D.     1896. 

Founder. — Howard,  William  T.,  M.D.  Made  Honorary 
Fellow  1902. 

1885.— *HuNTER,  James  B.,  M.D.     1889. 

1891. — Ingalls,  Phineas  H.,  A.M.,  M.D.  Gynecologist  to 
the  Hartford  Hospital.     112  High  Street,  Hartford,  Conn. 

Founder. — flNGHAM,  James  V.,  M.D.     1889. 

1877.— *  Jackson,  A.  Reeves,  A.M.,  M.D.     1892. 

1889.— *Jaggard,  W.  W.,  M.D.     1896. 

1886. — Janvrin,  Joseph  E.,  M.D.  President  of  the  New 
York  Obstetrical  Society  (1889-1891);  Gynecologist  to  the 
Skin  and  Cancer  Hospital;  Consulting  Surgeon  to  St.  Eliza- 
beth's Hospital.  Council,  1889,  1892.  President,  1903.  191 
Madison  Avenue,  New  York. 

1895. — Jarman,  George  W.,  A.M.,  M.D.  Gynecologist  to 
the  General  Memorial  Hospital;  Obstetric  Surgeon  to  the  New 
York  Maternity  Hospital;  Instructor  in  Gynecology,  College 
of  Physicians  and  Surgeons;  Chief  of  Clinic,  Department  of 
Diseases  of  Women,  Vanderbilt  Clinic.  54  West  Seventy-sixth 
Street,  New  York. 

i^ownrfer.— *Jenks,  Edward  W.,  M.D.,  LL.D.     1903. 

1885. — Jewett,  Charles,  A.M.,  M.D.  Professor  of  Gyne-  ■ 
cology  and  Obstetrics,  Long  Island  College  Hospital,  Brook- 
lyn; Attending  Physician  to  Long  Island  College  Hospital; 
Physician-in-Chief  to  Department  of  Children's  Diseases,  St. 
Mary's  Hospital,  Brooldyn;  Consulting  Obstetrician  to  Kings 
County  Hospital;  Fellow  of  the  British  Gynecological  So- 
ciety.    Council,  1895,  1897.     330  Clinton  Avenue,  Brooklyn. 

Founder. — Johnson,  Joseph  Taber,  A.M.,  Ph.D.,  M.D, 
Professor  of  Gynecology,  University  of  Georgetown;  Gyne- 
cologist to  the  Providence  Hospital ;  President  of  the  Woman's 
Dispensary ;  President  of  the  Medical  Society  of  the  District  of 
Columbia  (1887);  Member  of  the  British  Medical  Association; 
FeUow  of  the  British  Gynecological  Society;  President  of  the 
Washington  Obstetrical  and  Gynecological  Society.  Secre- 
tary, 1886-'90.  Vice-President,  1891.  Council,  1881,  1885, 
1897.  President,  1899.  926  Farragut  Square,  Washington, 
D.  C. 
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1886. — Johnstone,  Arthur  W.,  A.M.,  M.D.  Professor  of 
Gynecology,  Woman's  Medical  College;  Fellow  of  the  British 
Gynecological  Society.  Vice-President,  1898.  Council,  1894, 
1897.     Madisonville  Road,  Cincinnati. 

1892.— *Keating,  John  M.,  M.D.,  I.L.D.     1893. 

1887. — Kelly,  Howard  A,,  M.D.  Professor  of  Gynecology 
and  Obstetrics  in  Johns  Hopkins  University;  Gynecologist 
and  Obstetrician  to  the  Johns  Hopkins  Hospital;  Consulting 
Surgeon  to  the  Kensington  Hospital  for  Women,  Philadelphia. 
Vice-President,  1899.     1418  Eutaw  Place,  Baltimore,  Md. 

1886.— King,  Albert  F.  A.,  A.M.,  M.D.  Professor  of  Ob- 
stetrics and  Diseases  of  Women  and  Children  in  the  Medical 
Department  of  the  Columbian  University,  Washington,  and  in 
the  University  of  Vermont;  President  of  the  Washington  Ob- 
stetrical and  Gynecological  Society  (1885- '87);  Fellow  of  the 
British  Gynecological  Society;  Consulting  Physician  to  the 
Children's  Hospital,  Washington;  Consulting  Physician  to  the 
Woman's  Dispensary.  Council,  1898.  Vice-President,  1899. 
1315  Massachusetts  Avenue,  N.  W.,  Washington,  D.  C. 

1892.— KiRKLEY,  Cyrus  A.,  M.D.     Toledo,  Ohio. 

1888.— *KoLLOCK,  Cornelius,  A.M.,  M.D.     1897. 

1891. — Krug,  Florian,  M.D.  Gynecologist  to  the  German 
Hospital.     13  East  Forty-first  Street,  New  York. 

1881.— *Lee,  Charles  Carroll,  A.M.,  M.D.,  LL.D.     1893. 

Founder.— '^Ljjsk,  William  T.,  A.M.,  M.D.,  LL.D.     1897. 

Founder. — *Lyman,  George  H.,  M.D.     1891. 

1892.— McLean,  Malcolm,  M.D.  Surgeon  to  St.  Andrew's 
Infirmary  for  Women;  Consulting  Gynecologist  to  the  Ran- 
dall's Island  Hospitals.  31  East  One  Hundred  and  Twenty- 
sixth  Street,  New  York. 

1891. — MacLaren,  Archibald,  B.S.,  M.D.  Chnical  Pro- 
fessor of  Gynecology,  Minnesota  State  University;  Member 
of  the  Minnesota  Academy  of  Medicine;  Gynecologist  to  the 
City  Hospital;  Gynecologist  to  St.  Joseph's  Hospital;  Sur- 
geon to  St.  lAike's  Hospital.  350  St.  Peter  Street,  St.  Paul, 
Minn. 

1892. — M^cMoNAGLE,  Beverly,  M.D.  Crocker  Building, 
San  Francisco,  Cal. 

1882.— Mann,  Matthew  D.,  A.M.,  M.D.  Professor  of  Ob- 
stetrics and  Gynecology,  University  of  Buffalo;  Gynecologist 
and  Consulting  Obstetrician  to  the  Buffalo  General  Hospital. 
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Treasurer,  1884-'95.  President,  1895.  37  Allen  Street,  Buf- 
falo, N.  Y. 

1901. — Manton,  Walter  Porter,  M.D.  Clinical  Professor 
of  Gynecology  and  Adjunct  Professor  of  Obstetrics,  Detroit 
College  of  Medicine;  Gynecologist  to  Harper  Hospital  and  to 
the  Eastern  and  Northern  Michigan  Asylums  for  the  Insane; 
Consulting  Gynecologist  to  St.  Joseph's  Retreat;  Visiting  Ob- 
stetrician and  Vice-President  of  Medical  Board,  Woman's  Hos- 
pital and  Infants'  Home;  Member  of  the  Committee  for  the 
Examination  of  Midwives,  Detroit  Board  of  Health;  Fellow 
of  the  Southern  Surgical  and  Gynecological  Association ;  Ameri- 
can Association  of  Obstetricians  and  Gynecologists,  and  the 
British  Gynecological  Society.  32  Adams  Avenue,  Detroit, 
Mich. 

1883.— Maury,  Richard  B.,  M.D.  Council,  1886,  1888. 
Vice-President,  1892.     Ill  Court  Street,  Memphis,  Tenn. 

1894. — Montgomery,  Edward  E.,  A.M.,  M.D.  Professor 
of  Clinical  Gynecology,  Jefferson  Medical  College;  Gynecolo- 
gist to  Jefferson  Medical  College  and  to  St.  Joseph's  Hospital; 
Obstetrician  to  the  Philadelphia  Hospital.  1703  Walnut 
Street,  Philadelphia. 

1891. — Moseley,  William  E.,  M.D.  Professor  of  Diseases 
of  Women,  Baltimore  Medical  College;  Gynecologist  to  the 
Maryland  General  Hospital.  Council,  1897.  614  North  How- 
ard Street,  Baltimore,  Md. 

Founder.— *M.\JNJ)E,  Paul  F.,  M.D.,  LL.D.     1902. 

1890.— Murray,  Robert  A.,  M.D.  112  West  Eightieth 
Street,  New  York. 

1894. — Newman,  Henry  Parker,  A.M.,  M.D.  Professor 
of  Obstetrics  and  Clinical  Gynecology,  College  of  Physicians 
and  Surgeons  of  Chicago;  Professor  of  Gynecology,  Chicago 
Post-Graduate  Medical  School;  Surgeon  (Department  of  Dis- 
eases of  Women)  to  St.  Elizabeth,  Post-Graduate,  and  Chicago 
Hospitals.     108  State  Street,  Chicago. 

1891. — Noble,  Charles  P.,  M.D.  Surgeon  to  Kensington 
Hospital  for  Women;  Lecturer  on  Gynecology,  Philadelphia 
Polyclinic.     Council,  1899.     1509  Locust  Street,  Philadelphia. 

1902. — Noble,  George  Henry,  M.D.  Gynecologist  to 
Grady  Hospital.     Atlanta,  Ga. 

Founder. — *Noeggerath,  Emil,  M.D.  Made  Honorary 
Fellow  1888. 
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1893. — NoRRis,  Richard  C,  A.M.,  M.D.  Lecturer  on  Clini- 
cal and  Operative  Obstetrics,  Medical  Department,  University 
of  Pennsylvania;  Physician-in-Charge,  Preston  Retreat;  Gyne- 
cologist to  the  Methodist  Episcopal  Hospital  and  to  the  Phila- 
delphia Hospital.     500  North  Twentieth  Street,  Philadelphia. 

1880. — Palmer,  Chauncey  D.,  M.D.  Professor  of  Obstet- 
rics, of  the  Medical  and  Surgical  Diseases  of  Women,  and  of 
Clinical  Gynecology  in  the  Medical  College  of  Ohio;  Professor 
of  Gynecology  and  of  Clinical  Gynecology  in  the  Woman's 
State  Hospital  and  Medical  College;  Obstetrician  and  Gyne- 
cologist to  the  Cincinnati  Hospital.  Council,  1888.  Avon- 
dale,  Cincinnati. 

1885.— tPARisH,  William  H.,  M.D.     1903. 

Founder.— ^Fa-rvin,  Theophilus,  M.D.,  LL.D.     1898. 

Fownrfer.— *Peasley,  E.  Randolph,  M.D.,  LL.D.     1878. 

1895.— Penrose,  Charles  B.,  A.M.,  Ph.D.,  M.D.  1331 
Spruce  Street,  Philadelphia. 

Founder. — jPenrose,  Richard  A.  F.,  A.M.,  M.D.,  LL.D. 
1885. 

1897. — Peterson,  Reuben,  A.B.,  M.D.  Professor  of  Gyne- 
cology and  Obstetrics,  University  of  Michigan;  Gynecologist 
and  Obstetrician  to  the  University  Hospital.  Ann  Ai'bor, 
Mich. 

1881.— Polk,  William  M.,  M.D.  Professor  of  Obstetrics 
and  Diseases  of  Women  and  Children,  Cornell  University 
Medical  College;  Physician  to  Bellevue  Hospital  and  to  the 
Emergency  Lying-in  Hospital;  Consulting  Gynecologist  to 
St.  Luke's  and  St.  Vincent's  Hospitals.  Vice-President,  1890. 
Council,  1891.  President,  1896.  7  East  Thirty-sixth  Street, 
New  York. 

1892. — Pryor,  William  R.,  M.D.  Professor  of  Gynecology 
at  the  New  York  Polyclinic  Medical  School  and  Hospital; 
Visiting  Gynecologist  to  St.  Elizabeth's  Hospital.  Council, 
1901-1903.     6  West  Eighty-fourth  Street,  New  York. 

1877.— Reamy,  Thaddeus  A.,  A.M.,  M.D.,  LL.D.  Pro- 
fessor of  Clinical  Gynecology  in  the  Medical  College  of  Ohio; 
Gynecologist  and  Obstetrician  to  the  Cincinnati  Hospital; 
Gynecologist  to  the  Good  Samaritan  Hospital;  Surgeon  to 
the  Woman's  Hospital,  Cincinnati;  Consulting  Gynecologist 
to  Christ's  Hospital;  Consulting  Gynecologist  to  the  Ohio 
State  Hospital  for  Women;  Fellow  of  the  Medico-Chirurgical 
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Society  of  Philadelphia;  Corresponding  Member  of  the  Boston 
Gynecological  Society.  Vice-President,  1881.  Council,  1884. 
President,  1886.     Oak  Street,  Cincinnati. 

Founder. — Reeve,  John  C,  M.D.,  LL.D.  Made  Honorary 
Fellow  1897. 

1890. — Reynolds,  Edward,  M.D.  Physician  to  the  Boston 
Lying-in  Hospital,  Out-patient  Department;  Assistant  in 
Gynecology,  Boston  City  Hospital;  Instructor  in  Obstetrics 
and  Assistant  in  Gynecology,  Harvard  University.  Council, 
1894,  1898.     130  Marlborough  Street,  Boston. 

1887.— fREYNOLDS,  John  P.,  M.D.     1896. 

Founder. — Richardson,  William  L.,  M.D.  Made  Honorary 
Fellow  1903. 

1892.— tRiTCHiE,  Park,  M.D.     1894. 

1896. — RoBB,  Hunter,  M.D.  Professor  of  Gynecology, 
Western  Reserve  University.  1342  Euclid  Avenue,  Cleve- 
land, Ohio. 

1879.— *ScoTT,  John,  M.D.,  M.R.C.S.I.     1886. 

Founder.— "^^iMB,  J.  Marion,  M.D.,  LL.D.     1883. 

Founder. — ISinclair,  Alexander  D.,  M.D.     1894. 

Founder. — *Skene,  Alexander  J.  C,  M.D.     1900. 

Founder. — *Smith,  Albert  H.,  M.D.     1886. 

1892.— Smith,  A.  Lapthorn,  A.B.,  M.D.,  M.R.C.S.  (Eng.). 
Fellow  of  the  London  Obstetrical  Society;  Fellow  of  the  So- 
ciete  de  Medecine  Pratique,  Paris;  Professor  of  Clinical  Gyne- 
cology in  Bishop's  College;  Surgeon-in-Chief  to  Samaritan 
Free  Hospital  for  Women;  Gynecologist  and  Consulting  Sur- 
geon to  the  Montreal  Dispensary;  Gynecologist  to  the  Western 
Hospital;  Professor  of  Surgical  Diseases  of  Women  in  the 
University  of  Vermont.  250  Bishop  Street,  W.,  Montreal, 
Canada. 

1898. — Stone,  Isaac  S.,  M.D.  Chnical  Professor  of  Gyne- 
cology, University  of  Georgetown;  Gynecologist  to  the  Colum- 
bia Hospital  for  Women;  Fellow  of  the  British  Gynecological 
Society.  1449  Rhode  Island  Avenue,  N.  W.,  Washington.  D.  C. 

Founder. — *Storer,  D.  Humphreys,  M.D.     1903. 

1891.— *Strong,  Charles  P.,  A.B.,  M.D.     1893. 

1879.— Sutton,  R.  Stansbury,  A.M.,  M.D.,  LL.D.  Con- 
sulting Gynecologist  to  Passavant  Hospital ;  Associate  Fellow 
of  the  Philadelphia  Obstetrical  Society;  Fellow  of  the  British 
Gynecological  Society;  Member  of  the  International  Gyneco- 
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logical  Society.  Council,  1884.  Vice-President,  1897.  Ste- 
venson Building,  341  Sixth  Avenue,  Pittsburg. 

Founder.— *TAYhOR,  Isaac  E.,  M.D.  Made  Honorary  Fel- 
low 1888. 

Founder.— *Thomas,  T.  Gaillard,  M.D.     1903. 

1898.— Thompson,  John  T.,  A.M.,  M.D.  Professor  of  Dis- 
eases of  Women,  Bowdoin  School  for  Medical  Instruction; 
Surgeon  to  the  Maine  General  Hospital.  211  State  Street, 
Portland,  Maine. 

Founder.— *Trask,  James  D.,  M.D.     1883. 

1879.— tUNDERHiLL,  J.  W.,  M.D.     1886. 

Founder. — ^Van  de  Warkbr,  Ely,  M.D.  Surgeon  to  the 
Central  New  York  Hospital  for  Women;  Surgeon  to  the  Syra- 
cuse Woman's  and  Children's  Hospital.  Council,  1885,  1889, 
1896.  Vice-President,  1889.  President,  1901.  104  Fayette 
Park,  Syracuse,  New  York. 

1897._ViNEBERG,  Hiram  N.,  M.D.  Attending  Gynecolo- 
gist to  St.  Mark's  Hospital;  Gjmecologist  to  Mt.  Sinai  Hospital 
Dispensary;  Gynecologist  to  the  Montefiore  Home  for  Chronic 
Invahds.     751  Madison  Avenue,  New  York. 

1903. — Wakefield,  W.  Francis  B.,  M.D.  667  Sutton 
Street,  San  Francisco. 

Founder. — *Wallace,  Ellerslie,  M.D.     1885. 

1891._Wathen,  William  H.,  A.M.,  M.D.,  LL.D.  Pro- 
fessor of  Abdominal  Surgery  and  Gynecology  in  the  Kentucky 
School  of  Medicine;  Ex-President  of  the  Section  on  Obstetrics 
and  Gynecology  of  the  American  Medical  Association;  Ex- 
President  of  the  Kentucky  State  Medical  Society;  Fellow  of 
the  Southern  Surgical  and  Gynecological  Society;  Gynecologist 
to  the  Louisville  City  Hospital  and  to  the  Kentucky  School  of 
Medicine  Hospital.     628  Fourth  Avenue,  Louisville. 

1896.— Watkins,  Thomas  J.,  M.D.  Attending  Gynecologist 
to  St.  Luke's,  Lakeside,  and  Provident  Hospitals,  Chicago; 
Consulting  Gynecologist  to  Silver  Cross  Hospital,  Joliet,  111. ; 
Clinical  Instructor  in  Gynecology,  Northwestern  University 
Medical  School.     3564  Grand  Boulevard,  Chicago. 

1898.  —  Webster,  J.  Clarence,  B.  A.,  M.D.  (Edin.), 
F.R.C.P.E.  Professor  of  Obstetrics  and  Gynecology,  Rush 
Medical  College,  University  of  Chicago;  Fellow  of  the  Royal 
Society  of  Edinburgh;  Fellow  of  the  Edinburgh  Obstetrical 
Society;  Corresponding  Member  of  the  Royal  Academy  of 
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Palermo,  Italy,  and  of  the  Italian  Obstetrical  and  Gyneco- 
logical Society.  706  Reliance  Building,  100  State  Street, 
Chicago. 

1902. — Wells,  Brooks  H.,  M.D.  Professor  of  Gynecology 
in  the  New  York  Polyclinic  Medical  School  and  Hospital.  34 
West  Forty-fifth  Street,  New  York. 

Founder.— *WmTB,  James  P.,  M.D.     1881. 

1892. — Williams,  J.  Whitridge,  A.B.,  M.D.  Professor 
of  Obstetrics,  Johns  Hopkins  University;  Gynecologist  to 
Union  Protestant  Infirmary.  Council,  1899.  1128  Cathedral 
Street,  Baltimore. 

1887.— *Wilson,  Elwood,  M.D.     1889. 

i^ownder.—* Wilson,  Henry  P.  C,  M.D.     1898. 

1886.— Wylie,  W.  Gill,  M.D.  Professor  Emeritus  of 
Gynecology,  New  York  Polyclinic  Medical  School  and  Hospi- 
tal; Gynecologist  to  Bellevue  Hospital;  Consulting  Surgeon 
to  the  Methodist  Episcopal  Hospital,  Brooklyn;  Fellow  of 
the  British  Gynecological  Society.  28  West  Fortieth  Street, 
New  York. 

Total,  90  Active  Fellows. 
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Washington,  D.  C,  Tuesday,  Wednesday,  and  Thursday, 
Mmj  12,  13  and  14,  1903. 

The  following  members  were  present: 


Thoivlys  a.  Ashby, 
J.  Montgomery  Baldy, 
Eugene  Boise, 
Hermann  J.  Boldt, 
J.  Wesley  Bovee, 
James  R.  Chadwick, 
Henry  C.  Coe, 
Edwin  B.  Cragin, 
Ernest  W.  Gushing, 
Edward  P.  Davis, 
Thomas  M.  Drysdale, 
A.  Palmer  Dudley, 
Edward  L.  Duer, 
George  M.  Edebohls, 
Bache  McE.  Emmet, 
J.  Duncan  Emmet, 
George  J.  Engelmann, 
Willis  E.  Ford, 
Henry  D.  Fry, 
Eugene  C.  Gehrung, 
J.  Riddle  Goffe, 
Seth  C.  Gordon, 
Egbert  H.  Grandin, 
Charles  M.  Green, 
George  T.  Harrison, 
Phineas  H.  Ingalls, 
Joseph  E.  Janvrin, 
Charles  Jewett, 
Joseph  Taber  Johnson, 
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Cyrus  A.  Kirkley, 
Malcolm  McLean, 
Beverly  MacMonagle, 
Matthew  D.  Mann, 
Walter  P.  Manton, 
William  E.  Moseley^ 
Robert  A.  Murray, 
Charles  P.  Noble, 
George  H.  Noble, 
Chauncey  D.  Palmer, 
Reuben  Peterson, 
William  M.  Polk, 
William  R.  Pry^or, 
Thaddeus  a.  Reamy", 
Edward  Reynolds, 
Isaac  S.  Stone, 
John  T.  Thompson, 
William  H.  Wathen, 
J.  Clarence  Webster, 
Brooks  H.  Wells, 
J.  Whitridge  Williams, 
W.  Gill  Wylie, 


Toledo. 

New  York. 

San  Francisco. 
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First  Bay.— Tuesday,  May  12,  1903. 

Morning  Session. — The  Society  met  in  Lecture  Hall  No.  2 
of  the  Columbian  University,  under  the  Presidency  of  Dr. 
Joseph  E.  Janvrin,  of  New  York  City,  and  was  called  to  order 
at  10  A.M. 

The  Secretary  called  the  roll. 

On  motion,  the  minutes  of  last  year's  session,  as  published 
in  the  annual  volume  of  Transactions,  was  approved. 

On  motion,  the  following  were  made  members  by  invitation 

Dr.  H.  D.  Niles,  Salt  Lake  City,  Utah;  Dr.  Charles  J 
Mooney,  New  York  City;  Dr.  Rufus  B.  Hall,  Cincinnati,  Ohio 
Dr.  C.  Jeff  Miller,  New  Orleans,  La.;  Dr.  Emory  Marvel 
Atlantic  City,  N.  J.;  Dr.  John  F.  Moran,  Washington,  D.  C. 
Dr.  Geo.  E.  Shoemaker,  Philadelphia;  Dr.  H.  Judson  Lipes, 
Albany,  N.  Y. 

An  address  of  welcome  was  delivered  by  Dr.  I.  S.  Stone,  of 
Washington,  D.  C. 
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Address  of  Welcome  by  Dr.  Stoxe. 

Mr.  President,  Members  of  the  American  Gyneco- 
logical Society,  and  Visitors:  In  the  name  of  the  local 
members  and  on  their  behalf  I  welcome  you  on  this  occasion 
of  your  triennial  pilgrimage.  This  is,  I  believe,  your  seventh 
visit  to  this  city  since  the  organization  of  the  Society,  in  1875. 
Permit  me  to  extend  to  you  a  most  cordial  welcome,  and  to 
offer  you,  as  far  as  Ues  in  our  power,  the  freedom  of  the  city, 
which  is  also  your  city  as  it  is  ours,  Our  Capital.  The  Capital 
of  this  great  nation  is  growing  more  and  more  beautiful,  as 
you  may  have  observed  on  each  succeeding  occasion  of  your 
coming.  We  rejoice  with  you  in  the  growth  of  the  Nation 
and  its  Capital,  and  we  also  trust  that  the  present  meeting 
may  show  that  our  Society  is  forging  ahead  with  full  confidence 
in  its  future  pre-eminence  in  all  that  pertains  to  the  special 
work  it  has  undertaken.  Wliile  we  are  but  a  component  part 
of  the  congress  which  is  now  in  session  here,  it  seems  to  me 
that  this  Society  should  be  considered  one  of  the  most  im- 
portant branches.  It  not  only  aims  to  relieve  woman  of  her 
special  diseases,  but  its  blessed  function  is  also  to  safeguard 
motherhood.  In  this  capacity  we  stand  very  near  to  the 
fountain  of  life  itself,  and  consequently  we  have  imposed 
upon  us  a  great  responsibility.  With  the  highest  degree  of 
appreciation  of  your  eminent  services  in  the  past,  and  with 
the  utmost  confidence  in  yom*  abihty  to  equal  every  imposed 
demand  for  the  future,  we  welcome  you  and  wish  you  Godspeed 
in  your  deliberations.    (Applause.) 

Response  by  the  President. 

Fellows  of  the  Society:  On  behalf  of  the  Society  I  wish 
to  thank  the  gentlemen  of  Washington  for  the  cordial 
welcome  which  they  have  extended  to  us.  It  is  a  pleasure 
to  meet  in  Washington.  This  is,  as  Dr.  Stone  has  said,  our 
seventh  meeting  here,  and  it  seems  somewhat  like  coming 
home  to  our  Alma  ]\Iater,  for  we  have  met  here  more  than 
anywhere  else,  and  we  have  done  more  work  in  this  city  than 
in  any  other  city  of  our  country.  We  have  always  had  a 
cordial  welcome  and  have  had  a  good  time.  We  not  only 
expect  the  same  now,  but  we  are  sure  of  it.     The  Society 
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extends  its  thanks  to  the  gentlemen  from  Washington  for 
their  kind  reception,  and  we  trust  we  shall  do  honor  to  the 
occasion  as  a  Society.    (Applause.) 
Papers  were  read  as  follows: 

1.  "What  Shall  be  the  Treatment  in  Cases  of  Pregnancy 
Complicated  by  Fibroid  Tumor,"  by  Dr.  Henry  C.  Coe,  of 
New  York  City. 

2.  "Pregnancy  and  Labor  Complicated  by  Myomata,"  by 
Dr.  George  Tucker  Harrison,  of  New  York  City. 

3.  "Myomectomy  or  Hysterectomy,"  by  Dr.  Joseph  Taber 
Johnson,  of  Washington,  D.  C. 

The  discussion  on  this  symposium  was  opened  by  Dr. 
Edward  Reynolds,  and  continued  by  Drs.  Emmet  (J.  Duncan), 
Pryor,  Webster,  Fry,  Manton,  Peterson,  Engelmann,  Green, 
Edgar,  Johnstone,  MacMonagle,  and  the  discussion  closed  by 
Drs.  Coe  and  Harrison. 

4.  "Combined  Bisection  of  Tumors  and  Uterus,  with  Enu- 
cleation of  the  Former  in  Abdominal  Hysterectomy  for  Large 
Fibroid  Tumors,"  by  Dr.  George  H.  Noble,  of  Atlanta  Ga. 

Discussed  by  Drs.  Pryor,  Cushing,  Bovee,  Stone,  and  the 
discussion  closed  by  the  essayist. 

5.  "Relation  and  Co-relation  of  Gynecologic  and  Nervous 
Affections,"  by  Dr.  Chauncey  D.  Palmer,  of  Cincinnati,  Ohio. 

Discussed  by  Drs.  Manton,  Harris,  Emmet,  Ford,  Reamy, 
Gehrung,  Johnstone,  Harrison,  and  the  discussion  closed  by 
the  essayist. 

On  motion,  the  Society  then  adjourned  until  Wednesday, 
May  13th,  at  9  o'clock. 

Second  Day. — Wednesday,  May  13,  1903. 

Morning  Session. — The  Society  was  called  to  order  at  9.30 
A.M.  by  the  President. 

On  motion,  the  following  gentlemen  were  made  members 
by  invitation:  Dr.  H.  G.  Wetherill,  of  Denver,  Colorado,  and 
Dr.  J.  Dougal  Bissell,  of  New  York. 

6.  "The  Etiology,  Pathology,  and  Treatment  of  Puerperal 
Sepsis,"  by  Dr.  Hiram  N.  Yineberg,  of  New  York  City. 

In  the  absence  of  Dr.  Yineberg,  the  Secretary  read  an 
abstract  of  the  paper,  after  which  the  subject  was  dis- 
cussed by  Drs.  Pryor,  Cragin,  Williams,  Mann,  Wylie,  Davis, 
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McLean,  Fry,  Murray,  Boldt,  Gordon,  Wetherill,  and  the  dis- 
cussion closed  by  Dr.  Pryor. 

7.  "Repetition  of  Cesarean  Section  on  the  Same  Patient; 
the  Experience  of  the  Boston  Lying-in  Hospital,"  by  Dr. 
Charles  M.  Green,  of  Boston,  Massachusetts. 

Discussed  by  Drs.  Williams,  Davis,  Stone,  Fry,  Jewett,  and 
the  discussion  closed  by  the  essayist. 

At  this  juncture,  the  Second  Vice-President,  Dr.  A.  Palmer 
Dudley,  took  the  Chair,  and  President  Joseph  E.  Janvrin 
delivered  his  address.  He  selected  for  his  subject,  "Some 
Remarks  on  the  Surgical  Treatment  of  Cancer  of  the  Uterus 
by  Early  Hysterectomy." 

At  the  conclusion  of  the  address  Dr.  Reamy  moved  that 
a  vote  of  thanks  be  extended  to  the  President  for  his  very 
learned  address.    Carried. 

8.  "Renal  Decapsulation  for  Puerperal  Eclampsia,"  by  Dr. 
George  M.  Edebohls,  of  New  York  City. 

Discussed  by  Drs.  Harrison,  Harris,  Cragin,  and  the  dis- 
cussion closed  by  the  essayist. 

9.  "Carcinoma  of  the  Cervix  I'^teri,"  by  Dr.  Thaddeus  A. 
Reamy,  of  Cincinnati,  Ohio. 

10.  "Primary  Cancer  of  the  Vulva,"  by  Dr.  Reuben  Peter- 
son, of  .Inn  Arbor,  Michigan. 

The  discussion  on  these  papers  was  postponed  and  made 
the  first  order  of  the  subsequent  session. 

Dr.  J.  Riddle  Goffe,  of  New  York  City,  reported  a  case  of 
pseudohermaphroditism.  Photographs  were  shown  illus- 
trating the  condition. 

Executive  Session. 

The  business  meeting  was  called  to  order  Wednesday,  May 
13th,  at  3  o'clock  p.m.,  the  President,  Dr.  Janvrin,  presiding. 
The  minutes  of  the  previous  meeting  were  presented  by  the 
Secretary  and  approved.  The  Treasurer,  Dr.  Baldy,  presented 
his  report,  showing  a  balance  in  the  treasury  of  $522.09,  as 
follows:  Balance  forward  $715.03  plus  money  received 
$1456.76.  Total,  $2171.79.  Expenditures,  $1649.70.  Balance, 
$522.09.  This  was  referred  to  Drs.  Edgar  and  Stone  as 
auditing  committee,  who  reported  the  account  correct.  The 
Secretary  reported  that  excuses  for  absence  had  been  received 
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from  Drs.  Sutton,  Currier,  Montgomery,  Dickinson,  Fredrick, 
Newman,  Burrage,  and  Smith.  The  resignation  of  Dr.  Parish 
was  read  and  accepted. 

Dr.  Charles  P.  Noble  offered  an  amendment  to  Section  VI. 
of  the  Constitution,  making  it  read  as  follows:  The  annual 
meeting  of  the  Society  shall  be  held  regularly  on  the  fourth 
Tuesday  of  May,  and  shall  continue  for  three  days,  unless 
otherwise  ordered  by  vote  of  the  Society  at  any  executive 
session.  Seconded  by  Dr.  Johnstone  and  laid  over,  under  the 
rule  until  next  meeting. 

The  Secretary  offered  an  amendment  to  the  Constitution, 
adding  the  following  words  to  Section  IV.,  paragraph  4:  And 
shall  be  so  classified  in  the  next  volume  of  Transactions, 
provided  the  request  be  made  during  the  fiscal  year  for  which 
the  annual  dues  have  been  paid  by  that  member.  Laid  over 
under  the  rule. 

Dr.  Mann,  seconded  by  Dr.  Ford,  offered  an  amendment  to 
Section  I.  of  the  Constitution,  changing  it  so  that  it  shall  read 
as  follows:  This  Society  shall  be  known  as  the  American 
Society  of  Gynecology  and  Abdominal  Surgery.  The  object 
of  this  Society  shall  be  the  promotion  of  knowledge  in  all 
that  relates  to  the  Diseases  of  Women,  to  Obstetrics,  and  to 
Abdominal  Surgery. 

The  Secretary  reported  that  there  were  on  hand  a  large 
number  of  copies  of  the  Transactions,  Vols.  XVII.,  XXI.,  and 
XXII.  alone  being  exhausted;  that  the  Council  recommended 
that  these  be  distributed  among  the  members  at  two  dollars 
per  volume  and  dispensed  to  public  libraries  at  three  dollars. 
On  motion  this  was  unanimously  adopted. 

Dr.  Fry,  as  delegate  to  the  Congress  of  American  Physicians 
and  Surgeons,  reported  that  an  effort  is  on  foot  to  change  the, 
year  in  which  the  congress  meets,  so  that  it  will  not  conflict 
with  the  meeting  of  the  International  Congress.  The  intention 
is  to  defer  the  next  meeting  of  the  congress  to  1907.  A 
motion  was  made  and  seconded  that  this  Society  withdraw 
from  membership  in  the  American  Congress  of  Physicians  and 
Surgeons.  This  was  laid  upon  the  table.  Later  it  was  taken 
from  the  table  and  on  motion  of  Dr.  Green  referred  to  the 
Council  with  instructions  to  confer  with  other  constituent 
members  of  the  congress  and  report  at  the  next  meeting. 

The  report  of  the  Council  was  then  presented,  accepted,  and 
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approved.  The  candidates  recommended  were  balloted  for. 
This  resulted  in  the  election  of  Dr.  John  G.  Clark,  of  Phil- 
adelphia; Dr.  W.  Francis  S.  Wakefield,  of  San  Francisco,  and 
Dr.  Walter  W.  Chipman,  of  Montreal. 

Since  our  last  meeting,  in  accordance  with  the  recently 
adopted  amendment  to  the  Constitution  which  permits  a 
member  at  his  request,  after  a  continuous  membership  of 
twenty-five  years,  to  be  transferred  to  the  list  of  Honorary 
Fellows,  the  Secretary  announced  that  Dr.  Thomas  Addis 
Emmet,  Dr.  William  T.  Howard,  and  Dr.  William  L.  Rich- 
ardson had  been  transferred  to  the  list  of  Honorary  Fellows; 
also,  that  the  Society  had  lost  by  death  Dr.  John  Byrne, 
Dr.  T.  Gaillard  Thomas,  and  Dr.  Edward  W.  Jenks. 

The  following  officers  were  elected  for  the  ensuing  year: 

President — Dr.  Edward  Reynolds,  of  Boston. 

First  Vice-President — Dr.  J.  Whitridge  Williams,  of  Balti- 
more. 

Second  Vice-President — Dr.  Edward  P.  Davis,  of  Phil- 
adelphia. 

Member  of  Council — To  serve  four  years:  Dr.  Joseph  E. 
Janvrin,  of  New  York. 

Treasurer — Dr.  J.  Montgomery  Baldy,  of  Philadelphia. 

Secretary — Dr.  J.  Riddle  Goffe,  of  New  York. 

The  executive  session  then  adjourned. 

Third  Day. — Thursday,  May  14,  1903. 

Morning  Session.— TYie.  Society  met  at  9  a.m.,  and  was 
called  to  order  by  the  President. 

The  discussion  on  the  papers  of  Drs.  Reamy  and  Peterson 
was  taken  up.  It  was  opened  by  Dr.  Harris,  and  continued 
by  Drs.  Noble  (Chas.  P.),  Bovee,  Stonfe,  Mann,  Gushing,  and 
the  discussion  closed  by  the  essayists. 

11.  A  symposium  on  the  following  topics,  which  were  em- 
braced under  two  headings,  was  then  read: 

1.  Should  the  Uterus  be  Removed  in  Cases  of  Double  Pyo- 
salpinx  when  Operating  Either  through  the  Abdomen  or 
Vagina? 

2.  Should  the  Uterus  be  Removed  when  the  Ovaries  and 
Tubes  are  Removed  in  Cases  of  Double  Pyosalpinx,  when 
Operating  Either  through  the  Abdomen  or  the  Vagina? 
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Before  the  symposium  was  begun,  on  motion  of  Dr.  J. 
Riddle  Goffe,  each  essayist  was  empowered  to  append  an 
indiAadual  title  to  his  paper  in  accordance  with  his  wishes,  for 
publication  in  the  Transactions. 

Papers  were  then  read  on  the  divisions  of  the  topic  by  Drs. 
Philander  A.  Harris,  of  Paterson,  N.  J.;  I.  S.  Stone,  of  Wash- 
ington, D.  C;  Matthew  D.  Mann,  of  Buffalo,  N.  Y.,  and 
Charles  P.  Noble,  of  Philadelphia. 

The  general  discussion  was  opened  by  Dr.  Gordon,  and  con- 
tinued by  Drs.  Emmet  (Bache  McE.),  Bovee,  Reamy,  Dudley 
(A.  Palmer),  Johnstone,  and  the  discussion  closed  by  the 
essayists. 

The  Secretary  gave  notice  that  a  motion  would  be  made 
at  the  next  meeting  to  amend  Article  I.  of  the  Constitution, 
to  read  as  follows:  "This  Society  shall  be  known  as  the 
American  Society  of  Gynecology  and  Abdominal  Surgery." 

12.  " Ureterocystostomy ,"  by  Dr.  J.  Wesley  Bovee,  of 
Washington,  D.  C,  which  was  discussed  by  Drs.  Noble  (Geo. 
H.),  Polk,  Reamy,  Peterson,  and,  in  closing,  by  the  essayist. 

13.  "Note  on  the  Occurrence  of  Gallstones  in  Insane 
Women,"  by  Dr.  Walter  P.  Manton,  of  Detroit,  Michigan. 

14.  "Excision  of  the  Proximal  Ends  of  the  Fallopian  Tubes 
at  Their  Origin  in  the  Uterus,  the  Operation  of  Choice  for 
the  Extremely  Rare  Cases  Wherein  Sterility  is  Desirable,"  by 
Dr.  Philander  A.  Harris,  of  Paterson,  N.  J. 

Discussed  by  Drs.  Polk,  Fry,  Bissell,  and  the  discussion 
closed  by  the  essayist. 

15.  "Personal  Experience  in  Operations  on  Diabetic 
Patients,"  by  Dr.  Charles  P.  Noble,  of  Philadelphia,  Pa., 
which  was  discussed  by  Drs.  Johnson  and  Harris. 

The  following  papers  were  read  by  title,  in  the  absence  of 
their  authors: 

1.  "Inflammation  of  the  Right  Uterine  Adnexa,  with 
Appendicial  Complications,"  by  Dr.  Wm.  H.  Wathen,  of 
Louisville,  Ky. 

2.  "Report  of  a  Case  of  Tubercular  Pyonephrosis  and 
Cystitis,  with  Specimen;  Weight  of  Kidney  after  Removal, 
Eighteen  and  One-half  Ounces,"  by  Dr.  W.  B.  Burrage,  of 
Boston. 

3.  "Report  of  a  Case  of  Tuberculosis  of  the  Cervix  Uteri 
and  Adnexa,"  by  Dr.  Hiram  N.  Vineberg,  of  New  York  City. 
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The  retiring  President,  Dr.  Janvrin,  said:  This  closes  our 
seventh  session  in  the  city  of  Washington.  As  I  said  yester- 
day, it  was  a  great  pleasure  to  me,  as  well  as  a  great  honor, 
which  you  very  kindly  thrust  upon  me  a  year  ago,  to  preside 
at  this  session  and  to  assist  in  carrying  out  our  new  form  of 
program,  for  which  we  are  indebted  to  our  incoming  President 
and  to  Dr.  Chadwick,  of  Boston.  Everyone  will  recognize  the 
fact  that  the  preparation  of  the  program  as  suggested  last 
year,  and  as  elaborated  during  the  winter,  has  entailed  con- 
siderable work.  I  have  been  assisted  by  the  members  of  the 
Council,  particularly  by  Dr.  Goffe,  our  very  efficient  Secre- 
tary, and  I  trust  that  the  program  as  printed  and  carried 
through  has  been  such  as  to  elicit  your  hearty  approval. 

I  thank  you  all,  as  well  as  the  members  of  the  Society  who 
are  not  here,  for  your  very  thorough  assistance  and  co-oper- 
ation in  making  this  experiment  a  success.  I  have  had  the 
pleasure  of  presiding  over  several  medical  organizations, 
many  of  them  nmch  larger  than  this,  but  I  have  never 
been  so  cordially  sustained  in  every  particular,  and  I  believe 
everything  has  gone  along  as  nicely,  smoothly,  and  satis- 
factorily as  could  be.  Notwithstanding  our  long  program,  we 
have  finished  everything,  with  the  exception  of  the  papers 
whose  authors  are  not  present. 

I  thank  you  again,  gentlemen,  very  heartily  for  the  distin- 
guished honor  which  you  conferred  upon  me  and  for  the  great 
assistance  which  you  have  all  rendered  to  me.    (Applause.) 

Next  year  we  meet  in  Boston,  and  Dr.  Reynolds  will  have 
a  good  deal  of  work  to  arrange  another  program,  but  we  all 
know  he  is  competent  to  do  it,  and  will  undoubtedly  give  us 
an  excellent  one.  It  gives  me  great  pleasure  to  introduce  to 
you  now  your  incoming  President,  Dr.  Reynolds.    (Applause.) 

Dr.  Reynolds,  in  accepting  the  Presidency,  said: 

Gentlemen:  It  seems  almost  superfluous  for  me  to  put 
in  words  my  appreciation  of  the  distinguished  honor  which 
you  have  done  me,  but  I  quite  realize  that  I  was  elected  less 
for  my  own  personality  than  as  the  representative  of  a  prin- 
ciple. You  have  this  year,  for  the  first  time,  abandoned  the 
time-honored  principle  of  electing  officers  from  among  senior 
members,  and  you  have  elected  officers  whom  we  may  class 
as  young  men.  We  realize  the  responsibility  that  you  have 
put  upon  us  and  the  difficulty  that  we  shall  have  in  equalling 
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the  records  of  those  who  have  preceded  us,  but  we  will  do 
our  best  to  give  you  a  vigorous  administration,  a  working 
meeting;  and  we,  of  Boston,  will  do  our  best  to  show  you  a 
hospitality  that  shall  put  the  cordial  South  to  the  blush. 
(Applause.) 

The  Society  then  adjourned,  to  meet  in  Boston,  Mass.,  the 
fourth  Tuesday  in  May,  1904. 

J.  RIDDLE  GOFFE, 

Secretary. 


CONSTITUTION 


I.  This  Society  shall  be  known  as  the  American  Gyneco- 
logical Society. 

II.  The  object  of  this  Society  shall  be  the  promotion  of 
knowledge  in  all  that  relates  to  the  Diseases  of  Women  and  to 
Obstetrics. 

fellows. 

III.  The  Fellows  of  this  Society  shall  consist  of  Fellows  and 
Honorary  Fellows. 

The  Fellows  shall  not  exceed  one  hundred  in  number. 

The  Honorary  Fellows  shall  not  exceed  ten  American  and 
twenty-five  foreign. 

Candidates  shall  be  proposed  to  the  Council,  by  two  Fellows 
only,  at  least  one  month  before  the  first  day  of  the  meeting, 
each  nomination  being  accompanied  by  a  list  of  the  principal 
publications  of  the  candidate  and  of  the  official  positions 
which  he  holds.  Each  candidate  shall  submit  to  the  Council 
at  least  a  month  before  the  first  date  of  meeting  an  unpub- 
hshed  paper  upon  some  subject  connected  with  gynecologic 
or  obstetric  science,  and  on  nomination  by  the  Council  shall 
be  balloted  for  at  the  annual  meeting.  A  two-thirds  affirma- 
tive vote  of  all  the  Fellows  present  shall  constitute  an  election, 
at  least  fifteen  Fellows  being  present.  The  names  of  any  can- 
didates not  nominated  by  the  Council  or  not  elected  by  the 
Society  shall  be  placed  upon  a  waiting  list  and  shall  be  recon- 
sidered by  the  Council  at  each  succeeding  meeting.  When 
the  name  of  the  candidate  is  placed  upon  the  waiting  list  a 
copy  of  his  paper  shall  be  returned  to  him  for  publication  if 
he  so  desires,  but  any  such  candidate  shall  have  the  privilege 
of  submitting  another  paper  to  the  Council  a  month  before 
any  succeeding  annual  meeting.  A  list  of  all  the  candidates, 
accompanied  by  all  the  information  sent  to  the  Council  shall 
be  sent  to  every  Fellow  with  the  notification  of  the  annual 
meeting. 
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No  one  shall  be  eligible  for  Active  Fellowship  until  he  shaU 
have  submitted  to  the  Council  a  paper  on  some  subject  con- 
nected with  gynecologic  science. 

HONORARY   FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be 
vested  in  the  Council. 

The  election  shall  take  place  in  the  same  manner  as  that  of 
ordinary  Fellows. 

They  shall  enjoy  all  the  privileges  of  other  Fellows,  but  shall 
not  be  required  to  pay  any  fee  or  be  allowed  to  hold  any  office 
or  to  cast  any  vote. 

Any  member  of  this  Society  at  the  end  of  twenty-five  years' 
active  service  in  the  Society,  or  at  any  time  thereafter,  at  his 
own  request  shall  be  placed  on  the  roll  of  Honorary  Fellows. 

OFFICERS. 

V.  The  officers  of  the  Society  shall  be  a  President,  two  Vice- 
Presidents,  a  Secretary,  and  a  Treasurer,  all  to  be  elected 
annually,  who,  with  four  other  Fellows,  one  to  be  elected  each 
year  for  a  term  of  four  years,  shall  constitute  the  Council  of 
the  Society. 

The  nomination  of  all  officers  shall  be  made  in  open  session 
at  the  business  meeting,  and  the  same  shall  be  elected  by 
ballot. 

The  officers  shall  enter  upon  their  duties  immediately 
before  the  adjournment  of  the  meeting  at  which  they  were 
elected,  and  shall  hold  office  for  one  year. 

Any  vacancy  occurring  between  the  annual  meetings  shall 
be  filled  temporarily  by  the  action  of  the  Council. 

All  officers  shall  be  eligible  for  re-election. 

ANNUAL   MEETING. 

VI.  The  annual  meeting  of  the  Society  shall  be  held  regu- 
larly on  the  fourth  Tuesday  in  May.  It  shall  continue  for  three 
days,  unless  otherwise  ordered  by  vote  of  the  Society. 

AMENDMENTS. 

VII.  This  Constitution  may  be  amended  by  a  two-thirds 
vote  of  all  the  Fellows  present  at  an  annual  meeting,  provided 
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that  notice  of  the  proposed  amendment  has  been  given  in 
writing  at  the  annual  meeting  next  preceding,  and  that  the 
same  has  been  printed  in  the  notification  of  the  meeting  at 
which  the  vote  is  to  be  taken. 
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PRESIDENT   AND    VICE-PRESIDENTS. 

I.  The  President  and  Vice-Presidents  shall  discharge  the 
duties  belonging  to  their  respective  offices.  The  President 
shall  be  ex-officio  chairman  of  the  Council. 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  the 
meetings  of  the  Society  and  of  the  Council,  of  which  latter  he 
shall  be  ex-officio  clerk. 

At  each  annual  meeting  he  shall  announce  the  names  of  all 
who  have  ceased  to  be  Fellows  since  the  last  report. 

He  shaU  superintend  the  pubhcation  of  the  Transactions, 
under  the  direction  of  the  Council. 

He  shall  notify  candidates  of  their  election  to  Fellow^ship. 

He  shall  send  notifications  of  the  annual  meetings  and  of  the 
meetings  of  the  Council. 

TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  due,  and  pay  all 
debts.  He  shall  render  an  account  thereof  at  the  annual 
meeting,  when  an  Auditing  Coinmittee  shall  be  appointed  to 
report. 

council. 

IV.  The  Council  shall  meet  as  often  as  the  interests  of  the 
Society  may  require. 

Five  members  shall  constitute  a  quorum. 
It  shall  have  the  management  of  the  affairs  of  the  Society, 
subject  to  the  action  of  the  Society  at  its  annual  meetings. 
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It  shall  arrange  the  order  for  the  reading  of  papers  at  the 
annual  meetings. 

It  shaU  not  have  power  to  make  the  Society  liable  for  any 
debts  exceeding  in  total  one  hundred  dollars  in  the  course  of 
any  one  year,  unless  specially  authorized  by  a  vote  of  the 
Society. 

It  shall  have  the  entire  control  of  the  publications  of  the 
Society,  with  the  power  to  reject  such  papers  or  discussions  as 
it  deems  best. 

The  President,  or  any  three  members,  may  call  a  meeting, 
notice  of  which  shall  be  transmitted  to  every  member  two 
weeks  previous  to  the  meeting. 

The  Council  shall  determine  questions  by  vote,  or — if 
demanded — by  ballot,  the  President  having  a  casting  vote. 

The  Council  shall  constitute  a  Board  of  Trial  for  all  offences 
against  the  Constitution  and  By-laws,  or  for  conduct  unbe- 
coming an  honorable  physician,  and  shall  have  the  sole  power 
of  moving  the  expulsion  of  any  Fellow. 

ORDER    OF   BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the 
Society  shall  be  as  follows : 

I.  General  meeting  at  10  a.m.  each  day. 

1.  Reports  of  the  Committees. 

2.  Reading  of  Papers  and  Discussion  of  the  same. 
II.  The  Business  Meeting,  at  which  only  Fellows  of 

the  Society  shall  be  present,  shall  be  held  on  the 
second  day  of  the  session,  at  an  hour  determined 
by  the  Council  and  announced  on  the  program 
of  the  meeting.  The  Secretary's  Record  shall 
then  be  read;  the  Treasurer's  accounts  be  sub- 
mitted; the  reports  of  Committees  on  other  than 
scientific  subjects  be  received;  and  all  miscella- 
neous business  be  transacted. 

PAPERS,    ETC. 

VI.  The  titles  of  all  papers  to  be  read  at  any  annual  meet- 
ing shall  be  forwarded  to  the  Secretary  not  later  than  two 
weeks  before  the  first  day  of  the  meeting. 
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No  paper  shall  be  read  before  the  Society  which  has  already 
been  printed  or  has  been  read  before  another  body. 

All  papers  that  may  be  read  before  the  Society,  and  accepted 
for  publication,  shall  become  the  property  of  the  Society,  and 
their  publication  shall  be  under  the  control  of  the  Council. 
Such  papers  may  be  published  in  full  in  medical  journals,  pro- 
vided that  they  are  also  printed  in  the  Transactions. 

QUORUM, 

VII.  A  quorum  for  business  purposes  shall  be  fifteen 
Fellows. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  profes- 
sional character  of  any  Fellow  shall  be  in  order  at  the  annual 
meetings,  except  when  introduced  by  the  Council. 

ASSESSMENTS. 

IX.  Every  Fellow  shall  pay  in  advance  the  sum  of  fifteen 
dollars  annually. 

Any  Fellow  whose  subscription  shall  be  more  than  nine 
months  in  arrears  shall  be  reminded  of  the  fact  by  the  Treas- 
urer in  writing;  in  event  of  payment  not  being  then  made,  he 
may,  on  vote  of  the  Council,  be  dropped  from  the  Society. 

Each  Fellow  shall  pay  on  admission  an  initiation  fee  of 
twenty-five  dollars. 

Any  Fellow  who  shall  neither  attend  nor  present  a  paper  for 
three  successive  years  shall,  unless  he  offers  an  excuse  satis- 
factory to  the  Society,  be  dropped  from  Fellowship. 

AMENDMENTS. 

X.  Any  of  these  By-laws  may  be  amended,  repealed,  or 
suspended  by  a  two-thirds  vote  of  the  Fellows  present  at  any 
meeting;  provided,  previous  notice  in  writing  has  been  given 
at  the  annual  meeting  immediately  preceding  the  one  at 
which  the  vote  is  to  be  taken. 
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THE  PRESIDENT'S  ADDRESS. 


THE  SURGICAL  TREATMENT  OF  EARLY  DIAG- 
NOSED CANCER  OF  THE  UTERUS,  MORE 
ESPECIALLY  BY  HYSTERECTOMY. 


By  J.  E.  Janvrin,  M.D., 

New  York. 


Mr.  Chairman  and  Fellows  of  the  American  Gyne- 
cological Society  : 

My  sincere  thanks  are  due  you  for  the  great  honor  which 
you  have  conferred  upon  me  in  choosing  me  as  your 
President.  There  is  no  greater  honor  to  which  I  could 
aspire,  and  certainly  there  is  no  greater  one  which  I  could 
ever  hope  to  win.  The  position  carries  with  it  many 
serious  obligations,  not  the  least  of  which  is  the  Annual 
Address  which  each  President  is  expected  to  deliver. 

Before  entering  upon  the  short  paper  which  it  is  my 
purpose  to  offer,  it  behooves  me  to  pay  a  fitting  tribute  to 
the  memory  of  three  of  our  former  members,  all  eminent 
in  our  specialty  and  honored  in  our  own  country  and 
abroad. 

Dr.  John  Byrne,  one  of  the  Founders,  and  who,  up  to  the 
date  of  his  death,  was  an  active  member  of  our  Society 
and  a  regular  attendant  of  our  meetings — a  man  beloved 
by  all  who  knew  him,  honored  by  membership  in  many 
similar  societies  both  at  home  and  in  foreign  countries — 
died  at  Montreux,  Switzerland,  on  October  1,  1902.  As 
in  life  he  held  a  warm  place  in  our  hearts,  so  when  parted 
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from  us  by  the  veil  which  hides  the  hereafter  from  our 
vision,  his  memory  will  continue  with  us,  guarded  and 
cherished  with  pride  and  affection. 

In  the  death  of  Dr.  T.  Gaillard  Thomas,  also  one  of  the 
Founders,  and  an  active  Fellow  of  the  Society  up  to  1893, 
and  an  Honorary  Fellow  since  that  date,  obstetrics  and 
gynecology  have  lost  one  of  their  most  conspicuous  and 
shining  lights.  In  many  respects  a  pioneer,  in  every 
respect  abreast  of  all  that  has  made  our  specialty  grand 
and  heroic,  a  bold  and  successful  operator  and  a  man  of 
indomitable  energy  while  his  health  was  such  as  to  permit 
his  active  engagement  in  professional  duties,  his  work  in 
the  lecture-room,  in  the  operating-room,  and  in  medical 
literature  will  live  long.  Especially  is  this  true  as  regards 
his  lectures,  for  many  years  so  popular  and  instructive, 
which  have  been  a  guide  to  hundreds  of  young  practitioners 
in  their  early  obstetric  and  gynecologic  work. 

Of  Dr.  Edward  W.  Jenks,  also  one  of  the  Founders  of 
our  Society,  who  has  so  recently  been  called  from  our  midst, 
for  he  was  present  with  us  at  our  last  meeting  a  year  ago 
and  contributed  an  excellent  paper  on  "The  Medical  Side  of 
Gynecology,"  it  can  truly  be  said  that  while  his  genial 
and  gracious  presence  always  elicited  the  hearty  esteem 
and  most  kindly  feeling  from  us  all,  his  rare  attainments 
in  medical  and  surgical  literature  and  his  long  and  active 
life,  devoted  to  the  advancement  of  our  art,  will  always 
mark  him  as  one  whose  whole  soul  was  in  his  work  and 
whose  example  will  last  as  an  incentive  to  us  who  still 
work  on. 

These  honored  men  have  only  gone  beyond  our  sight. 
The  memory  of  their  lives  and  achievements  still  lives 
as  a  guide  and  stimulus  to  us. 

"Take  them,  O  great  Eternity! 
Our  little  life  is  but  a  gust 
That  bends  the  branches  of  Thy  tree, 
And  trails  its  blossoms  in  the  dust." 
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During  the  twenty-eight  years  of  the  existence  of  this 
Society  the  gentlemen  who  have  held  the  position  of 
presiding  officer  have  furnished  you  with  many  and  varied 
addresses,  and  have  covered  the  ground  so  thoroughly  as 
to  the  status  of  gynecology,  its  history,  achievements, 
successes,  and  future  hopes  and  expectations,  that  there  is 
practically  nothing  left  for  me  to  offer  in  either  one  of  the 
lines  mentioned. 

It  has,  therefore,  seemed  best  to  me  to  call  your  attention 
for  a  short  time  to  a  matter  of  vital  importance  to  us  as 
gynecologists,  although  so  much  has  been  written  upon  it 
of  late  that  it  has  become  somewhat  threadbare,  and  to 
give  to  you  my  own  experience,  as  well  as  some  statistics 
from  others,  and  my  deductions  drawn  therefrom.  Two 
notable  addresses  have  in  times  past  been  delivered  upon 
this  subject  by  Presidents  of  this  organization — one  by 
our  lamented  ex-President  Dr.  John  Byrne,  in  1892,  and 
one  by  our  distinguished  Fellow,  Dr.  Joseph  Taber  Johnson, 
in  1899.  The  subject  to  which  your  attention  is  solicited 
is  "The  Surgical  Treatment  of  Early  Diagnosed  Cancer 
of  the  Uterus,  More  Especiall}^  by  Hysterectomy." 

During  the  past  fifteen  years  the  writer  has  on  many 
occasions  read  papers  before  various  obstetric  or  gyne- 
cologic societies  upon  vaginal  hysterectomy  for  cancer, 
its  appropriate  use  and  its  abuse  also,  its  limitations,  and 
its  hoped-for  and  actual  results;  but  these  papers  have 
been  rather  short,  and  in  no  one  of  them  has  the  field  of  his 
own  experience  been  covered  by  anything  like  an  attempt 
to  give  a  full  resume  of  his  actual  work  and  observations. 
The  work  of  many  other  operators  has  been  published 
abroad  and  at  home  in  the  various  medical  and  surgical 
journals,  and,  to  a  small  extent,  in  the  few  books  published 
during  the  past  few  years  devoted  to  the  treatment  of 
uterine  cancer.  The  experience  of  different  operators  has 
been  so  diversified,  and  to  a  great  extent  so  unsatisfactory, 
that  one  is  often  led  to  think  that  perhaps,  after  all,  it  might 
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be  best  not  to  attempt  any  radical  measures  in  the  treatment 
of  this  disease ;  but  when  one  stops  to  think  a  while  and  care- 
fully looks  over  the  literature  he  will  soon,  in  my  opinion, 
realize  this  one  undisputed  fact,  viz.,  that  in  the  majority 
of  hysterectomies  for  cancer  of  the  uterus  the  disease  has 
passed  far  beyond  its  primary  and  local  stage,  and  it  is  ques- 
tionable whether  hysterectomy  in  any  form  ought  to  have 
been  resorted  to  with  much  hope  of  really  arresting  the 
disease  and  curing  the  patient.  For  that  very  reason 
hysterectomy  for  cancer  has  become,  to  saj^  the  least, 
unpopular,  and  pretty  justly  so  I  believe ;  for  no  distinction, 
or  very  slight  if  any,  having  been  made  in  the  selection  of 
cases,  and  the  ultimate  results  being  for  the  most  part 
unsatisfactory,  the  operation  has  had  to  bear  the  onus  of  its 
poor  terminations.  It  will  be  my  endeavor  in  this  address, 
first,  to  specify  and  point  out  the  conditions  in  which 
vaginal  or  abdominal  hysterectomy  holds  out  good  hope 
for  a  radical  cure;  second,  to  point  out  the  conditions  in 
which  the  operation  holds  out  some  hope  of  a  radical  cure, 
and  certainly  a  prolongation  of  life  with  a  more  comfortable 
existence  than  could  possibly  be  hoped  for  if  hysterectomy 
were  not  resorted  to;  and,  third,  to  describe  the  conditions 
in  which,  in  my  opinion,  the  operation  should  not  be 
attempted,  that  is,  with  any  hope  of  a  cure.  I  would  say 
here  that  in  this  third  class,  in  which  no  radical  operation 
can  hold  out  any  possible  hope  of  a  cure,  hysterectomy 
should  not  be  charged  up  with  the  great  number  of  failures 
which  of  necessity  must  ensue.  The  conditions  being  such 
as  to  contraindicate  the  operation,  it  is  not  doing  justice 
to  the  operation  itself  to  load  it  down  with  an  immense 
number  of  failures,  which  should  have  been  foreseen  before 
hysterectomy  was  done,  and  the  operation  in  such  cases 
thus  brought  into  disrepute.  In  my  early  operations,  prin- 
cipally vaginal,  like  everyone  else  particularly  interested 
in  this  subject,  I  did  many  operations,  with  the  hope  of 
curing  the  patient,  which  a  more  extended  experience  soon 
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showed  me  should  have  been  done  simply  with  the  idea 
of  removing  an  extremely  offensive  organ,  checking  hemor- 
rhage and  the  offensive  discharge,  and  so  prolonging  life 
and  making  it  more  endurable.  During  the  past  fifteen 
years  more  care  has  been  exercised  in  the  selection  of 
cases — fortunately  more  cases  have  been  diagnosed  while 
the  disease  was  local  and  before  any  systemic  infection  had 
occurred — and,  as  a  perfectly  logical  deduction,  the  percent- 
age of  ultimate  cures  has  been  much  more  satisfactory. 

Even  at  the  present  date,  after  years  of  study  and 
observation  both  by  the  pathologist  and  the  surgeon,  we 
are  practically  at  sea  as  to  the  etiology,  pathology,  and 
the  most  appropriate  means  of  combating  this  disease  in 
its  many  and  varied  manifestations;  but  there  are  a  few 
points  upon  which  we  all  agree,  and  one  is  that  for  a  certain 
length  of  time  all,  or  nearly  all,  so-called  cancers  are  simply 
local  developments,  and  if  so  situated  that  the  organ  or 
tissue  in  which  they  have  developed  can  be  removed  with 
a  fair  amount  of  healthy  surrounding  tissue,  the  ultimate 
result  in  a  large  majority  of  these  cases  can  be  looked 
forward  to  with  much  hope  on  the  part  of  the  surgeon 
and  great  joy  on  the  part  of  the  patient. 

I  shall  take  up,  first,  the  development  of  cancer  in  and 
from  the  cervix.  The  well-known  predisposition  of  the 
cervix  uteri  to  the  development  of  epithelioma  has  been 
referred  chiefly  to  the  presence  of  embryonic  cells  which 
remain  as  such,  to  a  certain  extent,  during  life ;  and  in  the 
light  of  our  present  knowledge  as  to  the  scope  which  local 
irritation  plays  in  the  development  of  cancer  in  all  its 
varieties,  it  is  not  at  all  strange  that  it  should  show  itself, 
as  a  prime  factor,  in  the  development  of  epithelioma  of  the 
cervical  tissue.  Pozzi  divides  epithelioma  of  the  cervix 
(and  vagina)  into  four  classes  during  the  initiatory  stage 
of  its  development: 

1.  Papillary  or  cauliflower. 

2.  Nodular  or  parenchymatous. 
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3.  Cancer  of  the  cavity  of  the  cervix  (boring  or  eating 
cancer), 

4.  Vaginal,  usually  commencing  in  the  cul-de-sac,  and 
then  extending  to  the  cervix  and  adjoining  tissue. 

My  own  observations  as  to  the  extension  of  epithelioma 
beginning  in  the  cervix  are  somewhat  as  follows: 

1.  Up  and  into  the  cervical  canal. 

2.  Up  and  into  the  uterine  body, 

3.  To  the  tissues  surrounding  the  cervix,  the  para- 
metrium especially, 

4.  Downward  upon  the  vaginal  mucosa,  and  after  a 
certain  time  through  the  mucosa  into  the  wall  itself. 

I  ought  here  to  state  that  an  epitheliomatous,  carcinoma- 
tous, or  adenomatous  degeneration  beginning  in  the  endo- 
metrium usually  for  some  months  is  purely  a  local  invasion. 
When  the  organ  is  not  removed  during  the  early  stage  of 
the  disease  the  body  itself  soon  becomes  affected,  but  even 
then  for  a  certain  time  the  disease  is  confined  to  the  uterus 
only.  Of  the  different  forms  of  epithelioma  of  the  cervix 
uteri  the  cylindric  variety  is  by  far  the  most  frequently 
met  with,  and  it  has  a  decided  tendency  to  diffuse  itself 
from  the  cervix  upward  into  its  cavity  and  the  uterine  body. 

Next  in  frequency  is  the  pavement  variety,  involving  for 
a  long  time  only  the  mucous  membrane  of  the  cervix,  or 
of  the  vagina,  or  both.  In  several  cases  which  have  come 
under  my  observation  it  has  seemed  to  me  to  have  begun 
upon  the  cervix  and  subsequently  to  have  been  transferred 
to  the  upper  portion  of  the  vaginal  mucous  membrane 
simply  by  attrition  and  absorption.  With  this  new  focus 
for  the  extension  of  the  disease  existing  it  is  most  fortunate 
that  the  conservative  resources  of  nature  are  called  into 
play  and  a  deposit  of  healthy,  newly  formed  connective- 
tissue  proliferation  takes  place  in  the  vaginal  wall,  thus 
for  a  time  separating  the  disease  from  the  lymphatics 
of  the  cervix  and  vagina.  In  such  cases  of  beginning 
invasion  of  the  vagina  the  operation  of  vaginal  hysterec- 
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tomy  gives  the  most  hopeful  outlook  as  to  non-recurrence 
of  the  disease,  provided  sufficient  of  the  vaginal  wall  is  re- 
moved at  the  operation.  We  should  remove  at  least  a  full 
inch  of  healthy  vaginal  tissue  below  the  margin  of  the 
disease.  I  have  had  several  cases  of  this  class,  all  operated 
several  years  since,  and  they  have  remained  free  from 
recurrence  and  are  perfectly  well  at  the  present  date.  In 
those  cases  in  which  the  cervix  alone,  or  the  cervix  and 
endometrium,  and  even  in  some  in  which  the  body  itself 
is  somewhat  involved  but  there  is  no  extension  beyond 
these  points,  vaginal  hysterectomy  is  a  safe  and  promising 
operation. 

By  this  I  do  not  mean  that  every  surgeon  must  select 
this  operation,  for  if  one  prefers  the  abdominal  route, 
possibly  from  a  greater  personal  experience  in  that  method, 
there  are  no  particular  reasons  whj''  it  should  not  take  the 
place  of  the  vaginal  method.  It  is  simply  a  matter  of 
choice  to  be  decided  by  the  operator. 

When  the  disease  has  extended  through  the  vaginal  wall, 
and  the  cellular  tissue  and  lymphatics  have  become 
seriously  involved,  there  is  very  little  hope  of  removing  the 
entire  diseased  tissues,  unless  the  operation  is  extended 
into  the  bladder  or  rectum,  as  the  case  may  demand. 
Under  these  circumstances,  Mikulicz  has  expressed  him- 
self upon  this  point  as  follows:  "As  long  as  one  regarded 
the  bladder  and  rectum  as  a  7ioli  me  tangere,  just  so  long 
did  extirpation  of  the  uterus  fail  of  desirable  results. 
There  must  be  no  fear  in  attacking  both  the  rectum  and 
bladder,  for  they  are  not  organs  essential  to  life." 

Terrier  also  says:  "We  should  not  hesitate  to  operate, 
since  extirpation  of  a  part  of  the  rectum  or  of  the  bladder, 
which  may  be  involved,  will  not  be  incompatible  with 
existence." 

Only  two  years  ago  our  fellow-member,  Dr.  J.  Wesley 
Bovee,  presented  to  this  Society  a  most  thorough  resume 
of  the  operations  reported  up  to  that  date  of  total  removal 
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of  the  bladder  for  malignant  and  other  conditions.  Of  the 
twenty-one  operations  for  malignant  disease  of  the  bladder, 
eleven  resulted  fatally.  The  ureters  were  disposed  of  in 
various  ways,  one-third  of  the  number  (seven)  being 
turned  into  the  vagina.  Of  these  seven  cases,  two  resulted 
fatally,  one  in  twenty  hours  from  collapse  and  one  in  nine 
days  from  peritonitis.  Still  this  method  of  the  disposal  of 
the  ureters  is  by  far  the  most  satisfactory.  These  twenty- 
one  cases  do  not  include  the  two  reported  by  our  fellow- 
member.  Dr.  Matthew  D.  Mann,  at  the  same  meeting.  In 
Dr.  Mann's  first  case  the  operation  was  eminently  successful, 
there  beingno  return  of  cancer  up  to  the  date  of  the  patient's 
death  (five  months  after  the  operation) ,  Her  death  was  due 
to  exhaustion  from  long-continued  kidney  disease — pyelitis 
and  abscesses.  Of  course,  the  time  elapsing  from  the  date 
of  operation  to  date  of  death  from  pyelitis  (only  five 
months)  was  not  sufficient  to  determine  as  to  whether  the 
cancer  would  redevelop,  but  the  report  of  the  pathologist 
declaring  it  to  be  a  carcinoma  also  states  that  "it  is  likely 
to  be  very  malignant,  although  such  tumors  do  not  gener- 
ally produce  metastases  until  very  late  in  their  develop- 
ment." The  inference  must  be  that  it  would  sooner  or 
later  redevelop.  In  Dr.  Mann's  second  case  the  disease 
did  recur  within  a  few  months,  and  the  patient  failed 
rapidly. 

This  digression  from  cancer  originating  in  the  uterus  to 
that  originating  in  the  bladder  will  be  excused  and  the 
subject  taken  up  again  under  its  proper  head,  viz.,  in  that 
class  of  cases  in  which  the  disease  has  invaded  the  bladder 
through  the  anterior  vaginal  wall.  To  return  to  the  first 
division,  viz.,  those  cases  in  which  the  disease  is  still  local: 
If  it  is  determined  that  the  disease  is  probably  still  con- 
fined to  the  parts  previously  mentioned  (cervix,  or  cervix 
and  upper  mucosa  of  the  vagina,  endometrium,  or  endo- 
metrium and  the  inner  muscular  structure  of  the  body), 
then  hysterectomy  should  be  done  at  once.     In  a  good 


J.  E.  JANVRIN.  11 

number  of  such  cases  the  supposed  existence  of  maUgnancy 
has  been  previously  verified  by  a  careful  microscopic  ex- 
amination of  curettings  or  small  sections  from  the  diseased 
point;  in  others  this  verification  has  been  made  after  the 
removal  of  the  uterus;  in  others  still  no  microscopic  ex- 
amination has  been  made  either  prior  or  subsequent  to  the 
operation,  but  the  general  symptoms  and  gross  appearance 
have  been  sufficient  to  convince  me  that  the  diagnosis  was 
correct, 

I  am  indebted  to  an  article  published  in  the  Philadelphia 
Medical  Journal,  November  9,  1901,  by  our  fellow-member, 
Dr.  Charles  P.  Noble,  for  the  following  statistics  as  bearing 
upon  the  "ultimate  results  of  operation  for  cancer  of  the 
uterus." 

"Richelot  gives,  as  a  conservative  estimate,  10  per  cent, 
permanent  cures  by  vaginal  hysterectomy  in  cases  in  which 
the  uterus  is  mobile  and  the  disease  is  sharply  circum- 
scribed. 

"Winter  states  that  at  the  Berlin  Clinic,  of  300  cases  of 
cancer  of  the  cervix  operated  upon  prior  to  1892,  30  per 
cent,  were  cured — i.  e.,  five  years'  exemption  from  return 
of  disease — and  in  thirty  cases  of  cancer  of  the  body  53  per 
cent,  were  cured. 

"Olshausen,  at  the  Thirtieth  Congress  of  the  German 
Surgical  Society,  Berlin,  1901,  reported  that  he  usually 
employed  vaginal  hysterectomy,  and  operated  upon  about 
50  per  cent,  of  the  cases  that  came  to  him,  and  that  his 
permanent  cures,  five  years'  limit,  were  18  per  cent. 

"Waldstein,  in  commenting  upon  274  cases  of  cancer  of 
the  uterus  operated  upon  by  Professor  Schauta  by  vaginal 
hysterectomy  up  to  January,  1899,  states  that  at  the  end 
of  six  years  in  the  favorable  cases  42.9  per  cent,  were  alive, 
and  in  cases  having  glandular  involvement  at  the  time  of 
operation  12.9  per  cent,  were  alive.  Kaltenbach,  in  seventy- 
seven  cases  of  cancer  of  the  cervix  thirty-six  were  traced, 
and  of  these  13.9  per  cent,  were  cured.     Fritsch,  in  sixty- 
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five  cases  of  the  uterus  eleven  cases  were  traced,  of  which 
36  per  cent,  were  cured.  Leopold,  in  104  cases  of  cancer 
of  the  uterus  forty-seven  were  traced,  of  which  53.2  per 
cent,  were  cured. 

"  Pfannenstiel  reports  that  of  the  cases  presenting  them- 
selves at  the  Breslau  Clinic  19.5  per  cent,  have  been  oper- 
ated upon  by  vaginal  hysterectomy.  At  the  end  of  five 
years  36.2  per  cent,  of  those  traced  (forty-seven  of  116 
cases)  were  free  from  recurrence,  which  is  equivalent  to 
15  per  cent,  of  all  cases  operated  upon  and  7  per  cent,  of 
all  cases  presenting  themselves  at  the  Clinic. 

"On  the  other  hand,  Jacobs,  of  Brussels,  is  an  ardent  ad- 
vocate of  abdominal  hysterectomy  for  cancer,  on  the  ground 
that  having  performed  eighty-two  vaginal  hysterectomies 
for  cancer,  without  a  single  death  from  the  operation,  in 
all  of  the  patients  recurrence  took  place  a  year  after  oper- 
ation, and  that  at  this  time  not  a  single  patient  is  living." 

Among  the  German  operators  at  the  present  time  who 
prefer  the  abdominal  route  are  Freund,  Amann,  Macken- 
rodt,  and  Wertheim. 

In  America,  Pryor,  Kelly,  Polk  and  a  few  others  are  doing 
excellent  and  most  radical  work  by  the  abdominal  route. 
Personally  I  have  had  but  little  experience  in  this  line. 
Since  all  of  these  very  radical  operations,  however,  are  of 
recent  date,  it  is  impossible  to  give  correct  data  as  to 
the  ultimate  results.  Theoretically,  they  should  be  much 
better  than  in  vaginal  hysterectomy,  but  the  immediate 
mortality  following  the  operation  from  shock  may  possibly 
counterbalance  the  other  advantages  of  the  operation. 

A   FEW   AMERICAN   STATISTICS. 

Dr.  Noble's  report  of  his  own  cases  shows  "thirty-two 
hysterectomies  for  cancer — twenty-three  cancer  of  the 
cervix  and  nine  of  the  body.  Of  the  thirty-two  cases  six 
were  living  and  free  from  recurrence  at  the  end  of  five 
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years,  which  is  18  per  cent.  There  were  three  others  living 
and  free  from  recurrence  at  the  end  of  three  years,  and  two 
of  these  three  being  cases  of  cancer  of  the  body,  it  is  very 
probable  that  they  are  permanently  cured — in  which  case 
the  percentage  of  ultimate  cures  is  above  20  per  cent." 

The  following  letter  from  Dr.  E.  C.  Dudley,  of  Chicago, 
furnishes  the  data  as  to  the  results  in  his  cases: 

"My  Dear  Dr.  Janvrin:  I  am  sorrj' that  I  cannot  tell  you  the 
number  of  my  cases  of  hysterectomj^  for  carcinoma  of  the  uterus,  but 
I  have  not  kept  a  record  of  them.  Roughly  speaking,  I  should  say 
that  I  have  probably  removed  the  uterus  for  cancer  more  than  one 
hundred  times,  and  that  aU  but  seven  or  eight  of  these  operations 
have  been  vaginal  operations,  and  that  the  vaginal  operations  have 
all  recovered  from  the  operation.  I  have  been  obliged  to  do  the  com- 
bined abdominal  and  vaginal  operation  in  a  few  cases,  because  the 
uterus  was  too  large  to  be  brought  through  the  vagina.  As  the  result 
of  these  combined  operations  I  can  at  this  moment  recall  but  one 
death. 

"  In  the  majority  of  all  my  cases  death  has  occurred  from  the  return 
of  the  disease  at  periods  varying  from  a  few  months  to  one  or  two 
j'^ears  after  the  operation.  I  have  lost  track  of  a  great  many  of  the 
cases  operated  upon,  but  can  think  of  eight  or  ten  who  stiU  remain 
well  several  years  after  the  operation;  that  is,  five  or  ten  years.  In 
all  of  these  cases  the  diagnosis  has  been  made  with  absolute  certaintj" 
by  microscopic  examination.  I  have  never  performed  the  radical 
operation  of  the  removal  of  all  the  glands  through  the  abdominal 
section,  as  advocated  by  Clarke,  Cullen,  and  others.  This  operation 
seems  to  me  to  involve  an  amount  of  danger  which  is  out  of  proportion 
to  the  increased  freedom  from  ultimate  mortality.  I  am  sorry  I  cannot 
give  j^ou  more  definite  information. 

"  Yours  truly, 

"E.  C.  DUDLEY 

"  Chicago,  February  2,  1903  " 

This  report  of  Dr.  Dudley  shows  at  least  10  per  cent, 
of  absolute  cures. 
The  following  from  Dr.  H.  J.  Boldt  gives  his  statistics: 

"My  Dear  Dr.  J.vnvrin:  In  reph^  to  j-our  inquiry  I  beg  to  report 
that  up  to  January  1,  1899,  I  did  115  vaginal  hysterectomies  for  cancer. 
Of  these,  six  patients  died  from  the  direct  result  of  operation;  forty- 
four  have  died  since  from  recurrence  of  cancer;  three  died  from  other 
causes  than  cancer.     From  thirty-four  I  could  not  get  a  report,  so  that 


14  THE  PBESIBENT'S  ADDRESS. 

it  is  impossible  to  say  whether  or  not  they  have  died  from  the  disease. 
Twenty-eight  patients,  however,  were  living  and  free  from  recurrence 
at  the  time  of  my  last  inquiry — making  a  positive  recovery,  with 
freedom  from  disease,  of  24  per  cent. 

"  Hoping  that  the  answer  may  be  what  you  desire, 

"  I  am  most  cordially  yours, 

"H.  J.  BOLDT. 
"  New  York,  February  3,  1903  " 

Dr.  W.  H.  Baker's  personal  experience  is  as  follows: 

"Dear  Dr.  Janvrin:     I  have  been  over  the  cases  of  hysterectomy 
for  cancer  both  in  my  private  and  charity  hospitals,  with  the  following 
results : 

Number  of  cases        .  .  .  .  .  .14 

Abdominal  method     ......       0 

Vaginal  method  .  .  .  .  .  .12 

Combined  method       ......        2 

Results. 

Deaths  immediately  following  operation         .  .       3 

Cause. 
Shock 
Septicemia 


Recoveries  with  return  of  disease  at  a  later  date 
Recoveries  and  non-return  of  disease 
Not  heard  from  ..... 

Percentage  of  cures,  14.28 


"As  you  perhaps  are  well  aware,  my  success  in  the  treatment  of 

this  terrible  malady  has  been  much  greater  by  my  method  of  high 

amputation  followed  by  the  actual  cautery.     Within  the  last  three 

months  I  have  heard  from  four  of  the  ten  cases  originally  reported 

by  me  in  1882,  and  a  second  report  on  the  same  series  made  before 

the  American  Gynecological  Society  in  September,   1891.     In  these 

four  cases,  where  the  operation  was  done  in  its  entirety,  there  was 

no  return  of  the  disease  in  two  cases  after  twenty-one  years,  in  one 

case  after  twenty-two  years,  and  in  one  case  after  twenty-four  years. 

Three  are  still  living  and  in  good  health,  and  one  died  of  apoplexy 

two  years  ago. 

"  Very  sincerely, 

W.  H.  BAKER. 

"  Boston,  April  4,  1903." 

Dr.  W.  R.  Pryor  writes  me  as  follows: 

"  Dear  Dr.  Janvrin  :     My  first  transperitoneal  bilateral  ligation  of 
the  ovarian,  internal  iliac,  and  obturator  arteries  was  on  February 
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8,  1897,  in  a  case  of  carcinoma  recurrent  after  vaginal  hysterectomy. 
In  April  I  did  my  first  elective  operation. 

"  Barbara  Umiker,  aged  thirty-six  years,  operation  April  28,  1897. 
Specimen  examined  by  Vissnian.     No  recurrence. 

"  I  had  no  opportunity^  to  do  the  operation  again,  except  to  starve 
inoperable  growths,  until  May,  1899;  so  I  have  but  one  case  for  your 
purposes. 

'•  However,  many  operations  have  been  done  since  1899,  and  I  wish 
to  impress  upon  you  the  fact  that  in  not  one  where  the  disease  has 
been  limited  to  the  uterus  has  recurrence  taken  place  within  one  year. 
I  think  this  a  most  important  observation,  as  recurrence  after  vaginal 
hysterectomy  occurs  in  about  60  per  cent,  in  the  first  year. 

"  Sincerely, 

"W.  R.  PRYOR. 

"New  York,  April  13,   1903." 

My  own  statistics  up  to  January  1,  1899,  are  as  follows: 

Abdominal  and  Vaginoahdominal  Hysterectomies. 

Twelve  cases,  two  cured,  more  than  eight  years  having 
elapsed.  Six  recurrences.  Four  deaths  from  operation 
(two  from  shock,  one  from  septicemia,  and  one  from 
uremia).     Percentage  of  cures,  16.6. 

Vaginal  Hysterectomies. 

Thirty-eight  cases,  ten  permanently  cured.  Fifteen  re- 
currences. Four  deaths  from  operation.  Ten  lost  sight 
of  after  a  few  months.  Percentage  of  cures,  26.3;  total 
number  of  cases,  fifty;  twelve  cured;  general  percentage 
of  cures,  twenty-four. 

In  a  recent  paper  {American  Gy^iecology,  November, 
1902)  contributed  by  Dr.  George  Gellhorn,  of  St.  Louis, 
on  "The  Ljanph  Glands  in  Uterine  Cancer,"  a  very 
thorough  and  exhaustive  account  of  the  results  obtained 
by  many  foreign  and  a  few  American  operators  is  given. 
The  paper  deals  largely  with  the  anatomic  distribution 
of  the  lymph  vessels  and  the  glands,  and  shows  conclusively 
that  it  is  utterly  impossible  to  remove  all  of  the  glands. 
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no  matter  how  prolonged  the  operation  or  how  skilful  the 
operator.     His  conclusions  are  as  follows: 

"The  reader  has  undoubtedly  noticed  that  so  far  no  reference  has 
been  made  in  this  paper  to  the  mortality  of  the  radical  operation.  The 
primary  mortality  plays  one  of  the  most  important  parts  in  estimating 
the  value  of  any  operation.  The  final  adoption  or  rejection  of  abdom- 
inal hj'sterectomy,  with  removal  of  glands,  will  depend  largely  upon 
this  point.  But  this  operation  is  still  too  young  to  permit  the  mor- 
tality to  be  taken  into  consideration.  The  inequality  of  the  primary 
results,  obtained  by  various  operators,  seems  explicable  by  the  follow- 
ing facts:  First,  a  technic  which  is,  as  yet,  uncrystallized ;  second, 
personal  skill,  which  from  the  \evy  fact  of  a  limited  experience  has, 
as  yet,  not  been  fully  developed.  Pioneers  in  any  of  the  more  radical 
operations,  as  a  rule,  fail  to  secure  at  first  as  good  results  as  they  do 
afterward  or  as  may  be  developed  by  their  followers.  Surely  the 
appalling  mortality  of  the  first  ovariotomies  does  not  to-day  militate 
against  the  life-saving  value  of  this  procedure. 

"What  conclusions  can  be  made  from  the  foregoing  survey  of  the 
literature  of  our  subject? 

"  The  fact  has  been  brought  out  that  in  about  one-third  of  all  cases 
of  uterine  cancer  involvement  of  the  regional  glands  in  the  pelvis 
takes  place.  This  involvement,  as  a  rule,  occurs  but  very  seldom  in 
the  incipient  stage  of  the  disease,  but  usually  when  the  primary  cancer 
has  more  or  less  advanced  and  extended  into  the  parametria  or  other 
adjacent  structures.  Recurrence  after  the  old  methods  takes  place,  in 
four-fifths  of  all  cases,  in  or  near  the  cicatrix  in  the  vagina,  while  it 
occurs  in  only  one-fifth  in  the  glands.  Abdominal  radical  operation 
with  removal  of  the  pelvic  glands  strives  to  lessen  the  high  percentage 
of  recurrences,  but,  so  far,  has  not  been  able  to  attain  the  desired 
goal.  This  deficiency  mainly  depends  upon  anatomical  and  technical 
difficulties  in  routine  ablation  of  pelvic  glands.  In  a  large  number 
of  cases  this  radical  procedure,  with  its  great  and  manifold  dangers, 
has  been  found  to  be  unnecessary,  as  there  were  no  diseased  glands 
anywhere  within  the  pelvis.  It  must,  however,  be  emphasized  that 
these  conclusions  are  not  as  yet  definite." 

In  an  article  by  Dr.  W.  W.  Russell/  of  the  Johns  Hopkins 
Hospital,  there  is  an  excellent  description,  accompanied  by- 
plates,  showing  the  distribution  of  the  lymph  vessels  and 
the  glands  in  the  female  pelvis.  The  first  group  of  vessels, 
starting  from  the  cervix,  has  its  first  group  of  glands  located 

^  American  Journal  of  Obstetrics,  Decembei",  1896. 
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in  the  parametrium  helow  the  broad  hgament,  not  in  it,  and 
another  group  near  the  ihac  vessels  at  their  dividing  point. 
The  second  group  of  vessels,  going  from  the  body  and 
fundus,  pass  in  two  large  vessels  upward  through  the  broad 
ligament,  and  have  their  first  group  of  glands  just  below 
the  kidneys,  in  front  of  and  partly  surrounding  the  aortic 
vessels.  The  third  group  of  vessels  originate  in  the  horns 
of  the  uterus  and  pass  out  to  the  vaginal  glands,  anasto- 
mosing, on  either  side  of  the  uterus,  with  the  group  of 
vessels  from  the  cervix.  This  arrangement  of  the  lymph 
vessels  and  glands,  so  accurately  described  by  Dr.  Russell, 
has,  to  my  mind,  a  very  strong  clinical  bearing,  especially 
upon  the  selection  of  the  operation  most  appropriate  to 
each  individual  case. 

Perhaps  it  would  be  best  at  this  point  to  define  the  limits 
of  disease  to  which,  in  my  own  experience,  I  have  found 
it  best  to  make  use  of  vaginal  hysterectomy ;  for  I  am  con- 
vinced that  if  these  limitations  are  faithfully  carried  out  the 
operation  is  as  good,  and  gives  as  good  results,  as  any  other 
more  extensive  operation  would  give  in  the  same  class  of 
cases.  I  do  not  mean  to  say  that  we  shall  always  follow  in 
a  beaten  path  and  confine  our  work  (vaginal  hysterectomy) 
to  these  early  diagnosed  cases,  but  I  do  say  that  the  best 
ultimate  results  will,  as  everyone  knows,  follow  in  properly 
selected  cases.  If  the  disease,  as  far  as  can  be  determined 
by  a  careful  examination,  is  confmecl  to  the  cervix,  to  the 
mucosa  of  the  vagina,  or  to  the  endometrium,  or  the  endo- 
metrium and  the  inner  half  of  the  body,  there  is  every 
reason  to  suppose  that  a  vaginal  hysterectomy  holds  out  a 
very  fair  prospect  of  a  complete  cure.  In  this  condition 
the  uterus  is  perfectly  movable,  perfectly  smooth  on  its 
peritoneal  surface,  and  not  at  all  enlarged.  There  is  no 
evidence  of  infiltration  into  the  glandular  structures  or 
cellular  tissue  immediately  surrounding  the  cervix,  no 
infiltration  under  the  vaginal  mucosa,  and  nothing  in  the 
general    condition    of    the    patient    indicating    cancerous 

Gyn  Soc  2 
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cachexia.  Under  such  circumstances  the  question  to  be 
settled  is  this :  What  method  of  operating  promises  good 
results? 

I  believe  that  vaginal  hysterectomy,  with  removal  of  as 
much  parametrium  as  is  possible  by  this  method,  and  also 
the  removal  of  the  upper  half-inch  or  more  of  the  vagina, 
will  accomplish  just  as  much  as  any  other  method,  and,  at 
the  same  time,  carries  with  it  the  least  danger  as  an  oper- 
ation per  se,  for  it  is  extremely  rare  that  a  patient  succumbs 
to  this  operation.  It  is  by  following  out  this  rule  that  the 
statistics  of  my  own  cases  up  to  January,  1899,  which  I 
have  already  given,  have  been  so  favorable.  During  the 
past  four  years  (since  January,  1899)  I  have  extended  the 
field  of  operation,  not  with  any  idea  of  getting  as  good 
ultimate  results,  but  simply  for  the  purpose  of  removing 
a  highly  offensive  local  condition,  and  in  that  way  making 
a  longer  lease  of  life  more  comfortable  to  the  patient  and 
less  offensive  to  herself  and  her  friends.  The  use  of  the 
electric  cautery  clamp,  as  improved  by  Dr.  A.  J.  Downes, 
theoretically  should  give  the  best  results  in  this  class 
of  cases.  No  doubt  it  will  do  so  as  the  technic  of  the 
operation  becomes  more  familiar  and  the  skill  necessary 
for  its  application  becomes  greater  in  the  hands  of  those  who 
are  making  use  of  it.  This  will  probably  be  especially  true 
in  cases  in  which  the  disease  is  locally  somewhat  advanced — 
too  much  so  to  be  considered  in  its  early  stage  and  suitable 
for  simple  vaginal  hysterectomy  by  the  knife  or  the  angio- 
tribe — for  the  cooking  of  the  parts  will  leave  a  better  pro- 
tected surface  against  the  immediate  extension  of  the  dis- 
ease ;  and,  more  than  that,  the  fact,  as  shown  by  Dr.  Gellhorn 
in  his  paper  already  quoted,  that  in  a  very  large  proportion 
of  cases  the  lymphatics  and  glands  are  very  slow  to  take  up 
the  disease,  will,  I  think,  become  an  additional  factor  in 
impelling  us  to  make  use  of  this  method  of  procedure,  not 
only  where  simple  vaginal  hysterectomy  would  necessarily 
be   unpromising,   but  also  in  many  instances  in  which 
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abdominal  hysterectomy,  with  attempts  to  enucleate  the 
lymphatics  and  glands,  has  been  thought  to  be  justifiable. 

Winter  (Centralblatt  filr  Chirurgie,  January  25,  1902) 
believes  that  "the  results  of  an  operator  and  the  worth  of 
his  method  in  operations  for  cancer  of  the  uterus  are  best 
indicated  by  a  percentage  representing  the  '  absolute  cura- 
tive results.'  This  percentage  represents  the  number  of 
final  cures  based  upon  the  total  number  of  cases  of  uterine 
carcinoma,  both  operable  and  inoperable,  which  present 
themselves  for  treatment.  According  to  this  classification, 
Berlin  has  obtained  9.5  per  cent.,  Leopold  10.8  per  cent., 
Kaltenbach  10  per  cent.,  and  Schauta  4.3  per  cent,  of 
'absolute  curative  results'  in  operations  for  carcinoma  of 
the  uterus." 

It  seems  to  me  that  this  is  not  a  fair  way  to  deal  with 
the  subject,  for  over  one-half  of  the  cases  which  present 
themselves  are  beyond  any  radical  operation  when  they  are 
first  seen,  and  there  is  no  possible  hope  of  bringing  about 
a  cure  in  these  cases.  Necessarily,  if  they  are  included  in 
the  statistics  of  the  operation,  the  figures  must  show  a 
percentage  of  less  than  one-half  what  they  would  have 
shown,  and  really  do  show,  in  cases  suitable  for  operation. 
Even  with  this  handicap,  however,  a  percentage  of  9.5  to 
10.8,  as  shown  in  Berlin  and  by  Leopold  and  Kaltenbach 
(according  to  Winter),  is  a  magnificent  tribute  to  the 
operation. 

In  the  early  part  of  this  paper  reference  was  made  to  the 
fact  that  the  disease  beginning  in  the  cervix  not  infre- 
quently invades  the  posterior  wall  of  the  bladder.  My  own 
observation  in  such  cases  is  this:  that  by  the  time  this 
condition  obtains  there  has  also  occurred  such  an  involve- 
ment of  the  other  surrounding  tissues  that  any  operation 
for  the  extirpation  of  the  actually  diseased  parts  must 
necessarily  be  so  extensive  and  entail  such  a  shock  that  a 
quickly  fatal  result  would  be  pretty  sure  to  ensue.  Even 
if  the  patient  did  survive  the  operation,  there  is  scarcely 
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any  hope  whatever  that  a  radical  cure  could  follow,  for  I 
believe  it  utterly  impossible  under  such  circumstances  to 
remove  all  of  the  local  infiltrations.  In  fact,  I  think  this 
is  at  the  present  time  the  consensus  of  opinion  among  those 
who  have  had  a  fair  experience  in  the  surgical  treatment  of 
cancer  of  the  uterus. 

In  presenting  this  paper  I  am  aware  that  the  subject  has 
been  only  partially  covered,  but  my  only  object  has  been  to 
so  present  it  as  to  give:  (1)  The  conditions  under  which 
hysterectomy  should  always  be  done  for  cancer  of  the 
uterus,  leaving  it  a  matter  of  choice  to  each  individual 
operator  as  to  whether  he  selects  the  vaginal  or  the  abdom- 
inal or  the  combined  vaginoabdominal  route;  and  at  the 
same  time  to  fortify  this  position  with  sufficient  statistics, 
at  home  and  abroad,  to  make  the  position  tenable,  and  to 
impress  upon  the  profession  at  large  the  absolute  necessity 
of  recognizing  the  early  symptoms,  and  then  seeking  the 
advice  and  assistance  of  some  surgeon  who  has  had  a  good 
amount  of  experience  in  these  cases,  so  that  the  hyster- 
ectomy can  be  done  when  it  ought  to  be  done.  (2)  To 
describe  another  class  of  cases  in  which  any  operation,  no 
matter  how  radical,  will  in  a  large  majority  of  cases  fail  to 
give  permanent  relief,  but,  at  the  same  time,  to  state  my 
entire  approbation  of  it,  in  the  hands  of  expert  operators, 
for  it  is  only  by  continuous  work  and  the  accumulation  of 
the  statistics  in  these  major  operations  at  the  hands  of 
master  operators  that  we  can  finally  come  to  a  definite 
understanding  as  to  what  we  can  accomplish  and  what  we 
cannot  accomplish  in  the  surgical  treatment  of  cancer  of 
the  uterus. 


PREGNANCY  COMPLICATED  BY  FIBROID  TUMOR. 

By  Henry  C.  Coe,  M.D., 
New  York  City. 


In  opening  the  discussion  of  such  a  broad  subject  as  this 
I  feel  that  it  is  incumbent  upon  me  to  avoid  the  temptation 
to  dwell  at  length  upon  any  single  topic,  since  it  would  be 
unfair  to  the  gentlemen  who  are  to  follow.  My  purpose, 
then,  wall  be  to  review  the  entire  field,  indicating  in  a 
general  w^ay  the  different  methods  of  treatment  which  are 
to  be  considered  exhaustively  by  the  other  speakers.  In 
order  to  condense  my  remarks  as  much  as  possible  I  shall 
omit  reports  of  cases,  with  the  understanding  that  such 
suggestions  as  may  be  offered  are  based  entirely  on  personal 
experience. 

One  might  infer  from  a  review  of  the  literature  of  this 
subject  that  the  treatment  of  pregnancy  in  the  fibroid 
uterus  was  governed  by  rules  which  are  as  clearly  defined 
as  the  technic  of  modern  abdominal  surgery.  The  widely 
diverse  opinions  of  consultants  regarding  the  management 
of  an  individual  case  prove  that  this  is  far  from  being  true. 

The  gynecologist  who  regards  every  case  of  fibroid  from 
a  surgical  standpoint  will  naturally  take  a  more  serious 
view  of  this  complication  than  he  who  is  disposed  to  be 
more  conservative.  Moreover,  the  wider  one's  obstetric 
experience,  other  things  being  equal,  the  more  he  will  be 
inclined  to  assume  an  expectant  attitude,  knowing  that 
nature  often  overcomes  obstacles  which  at  first  sight  seem 
to  be  insuperable  except  by  the  aid  of  the  accoucheur. 
When  one  has  seen  patients  with  multiple  fibroids  pass 
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through  the  course  of  pregnancy,  labor,  and  the  puerperium 
in  an  entirely  normal  way,  or  has  discovered  such  growths 
for  the  first  time  after  the  uterus  is  emptied,  he  will  be  apt 
to  regard  with  disapproval  the  sweeping  statements  of 
those  alarmists  who  see  possible  danger  and  death  in  every 
case  of  pregnancy  complicated  by  fibroids.  Bland  Sutton, 
for  example  {Lancet,  1901,  page  452),  introduces  his  lecture 
on  this  subject  with  the  following  warning:  "A  compre- 
hensive study  of  the  cases  in  which  fibroids  complicate 
pregnancy  indicates  quite  clearly  that  the  life  of  the  woman 
is  in  jeopardy,  not  only  so  long  as  the  fetus  remains  within 
the  uterus,  but  also  when  it  is  expelled,  whether  this  occurs 
prematurely  or  at  the  full  term."  I  do  not  believe  that 
anyone  in  this  audience  will  accept  this  teaching,  since  it 
is  opposed  to  our  practical  experience. 

While  we  often  use  the  expressions  "pregnancy  compli- 
cated by  fibroids ' '  and ' '  fibroids  complicated  by  pregnancy ' ' 
as  if  they  were  synonymous,  in  reality  there  is  a  distinct 
shade  of  difference  between  them,  the  latter  implying  a 
condition,  already  serious,  which  is  aggravated  by  the 
occurrence  of  conception,  while  the  former  includes  cases 
in  which  neoplasms  that  were  originally  of  slight  clinical 
significance  assume  importance  because  of  the  pregnancy. 
However,  both  are  naturally  included  under  the  present 
discussion. 

Fortunately  the  chances  of  conception,  especially  in  the 
case  of  large  tumors,  are  comparatively  slight.  Olshausen 
(Veit's  Handbuch  der  Gyn.,  1897,  vol.  ii.  p.  7651),  by  com- 
bining series  of  observations,  estimates  that  30  per  cent,  of 
all  women  with  fibroids  are  sterile,  while  Winckel  states 
that  41.6  per  cent,  of  women  with  fibroid  uteri  who  have 
borne  children  are  uniparte.  No  statistics  have  been  given 
showing  what  proportion  abort  during  the  early  months. 

How,  we  may  ask,  do  fibroids  complicate  pregnancy? 

1.  By  interference  with  the  normal  development  of  the 
uterus  and  product  of  conception,  leading  to  abortion,  with 
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the  attendant  risks  of  hemorrhage  or  sepsis,  especially  in 
the  case  of  intrauterine  growths.  Or,  if  the  pregnancy 
terminates  in  labor,  near  or  at  term,  by  causing  dystocia 
with  the  well-known  risks  to  both  mother  and  child. 

2.  Through  the  influence  of  pregnancy  upon  the  nutrition 
of  the  tumor,  leading  to  increased  growth,  impaction,  etc. 
Torsion  of  the  pedicle  in  subperitoneal  tumors  and  degener- 
ative changes  are  included  under  this  head. 

3.  By  aggravating  existing  troubles,  due  to  the  size  of 
the  tumor,  its  unfavorable  location,  or  the  presence  of 
adhesions.  Pressure  on  the  bladder  and  ureters,  intestinal 
obstruction,  edema,  and  thrombosis  may  be  mentioned. 
The  cardiac  and  pulmonary  symptoms  or  renal  compli- 
cations attending  excessive  enlargement  may  assume 
serious  proportions.  In  short,  every  shade  of  difference 
may  be  noted,  from  minor  disturbances,  not  threatening 
the  interruption  of  pregnancy,  to  conditions  so  grave  as  to 
jeopardize  the  life  of  the  patient.  These  facts  are  elemen- 
tary to  you,  as  well  as  the  question  of  diagnosis,  so  that  I 
shall  not  dwell  upon  them. 

In  regard  to  diagnosis,  we  are  all  aware  that  it  is  easy 
to  overlook  the  fact  that  a  patient  with  a  large  tumor  is 
two  or  three  months  pregnant,  though  we  may  suspect  it 
on  account  of  the  rapid  increase  in  the  size  of  the  growth, 
with  the  accompanying  pain  and  pressure.  I  have  reported 
interesting  illustrative  cases  in  young  unmarried  women 
and  in  patients  who  were  supposed  to  have  passed  the 
climacteric.  Since  in  every  case  that  comes  under  our 
observation,  unless  immediately  urgent,  the  first  point 
which  we  consider  is  the  stage  of  pregnancy,  it  has 
seemed  to  me  that  a  convenient  way  to  study  this  subject 
is  by  reference  to  the  artificial  division  into  three  trimes- 
ters. It  is  self-evident  that  not  only  is  the  prognosis  in 
the  same  case  different  at  different  stages,  but  also  the 
indications  for  treatment.  A  rule  which  would  fit  one 
condition  would  not  apply  at  all  to  the  same  patient  if  seen 
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a  month  or  two  later.  The  following  general  plan  will  be 
followed :  Cases  of  pregnancy  complicated  by  fibroid  may 
be  included  under  three  heads,  viz. :  (1)  Those  in  which 
pregnancy  will  doubtless  go  to  full  term  with  the  prospect 
of  a  normal  delivery;  (2)  those  in  which  the  patient  must 
be  kept  under  constant  observation  in  view  of  the  necessity 
of  possible  interference;  (3)  those  in  which  there  is  con- 
siderable risk  to  mother  or  child,  or  both,  before  and  during 
labor ;  (4)  cases  in  which  surgical  intervention  is  absolutely 
indicated.  Hence  the  treatment  may  be:  (1)  Entirely 
expectant;  (2)  non-surgical,  with  possible  anticipation  of 
the  date  of  normal  delivery;  (3)  surgical,  either  (a)  con- 
servative or  (6)  radical. 

In  a  case  in  which  pregnancy  has  not  advanced  beyond 
the  third  month  one  would  be  influenced  somewhat  by 
the  previous  history.  The  absence  of  symptoms  before, 
as  well  as  after,  conception  would  naturally  lead  one  to 
infer  that  no  interference  was  necessary.  This  opinion 
would  be  confirmed  by  the  discovery  of  one  or  more 
small  interstitial  or  subperitoneal  growths  situated  above 
the  true  pelvis,  which  neither  encroached  upon  the  uterine 
cavity  nor  interfered  with  the  normal  development  of  the 
organ.  On  the  contrary,  pain  and  pressure  symptoms 
before  pregnancy,  with  marked  exacerbation  afterward, 
would  indicate  that  trouble  must  be  expected  from  progres- 
sive increase  of  the  uterine  tumor. 

The  location  of  the  neoplasm,  as  well  as  its  size,  must 
be  taken  into  consideration.  A  fibroid  not  larger  than  an 
orange  situated  in  the  lower  segment,  especially  if  intra- 
ligamentary,  may  be  a  far  more  serious  matter  than  one  as 
large  as  a  cocoanut  at  the  fundus,  since  we  have  to  deal 
with  the  question  of  pressure  on  the  bladder  and  ureters 
anteriorly,  or  on  the  bowel  posteriorly.  If  after  a  careful 
examination,  preferably  under  anesthesia,  it  appears  that 
the  tumor  cannot  be  dislodged,  and  it  shows  no  tendency 
to  rise  out  of  the  pelvis  as  pregnancy  advances,  the  propriety 
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of  interference  is  to  be  considered.  Should  the  uterus  be 
fixed  by  adhesions  (with  or  without  accompanying  disease 
of  the  adnexa)  the  indication  is  clear.  The  simplest  plan  is 
doubtless  to  empty  the  uterus,  especially  if  the  patient  is 
averse  to  an  operation  for  the  removal  of  the  neoplasm. 
This  I  have  done  in  several  instances  without  difficulty, 
the  tumor  frequentl}^  diminishing  in  size  after  involution 
had  occurred.  Myomectomy  can  be  performed  subse- 
quently if  desired,  in  order  to  avoid  a  repetition  of  the 
complication.  Intrapelvic  impaction  may  be  only  appar- 
ent, since  under  ether  the  tumor  may  be  readily  elevated 
and  kept  out  of  the  way  by  postural  treatment,  bandages, 
etc.,  until  the  danger  of  fresh  imprisonment  is  over. 

If  the  patient  is  desirous  that  pregnancy  should  not 
intentionally  be  interrupted,  myomectomy  may  be  per- 
formed, vvdth  the  understanding  that  abortion  may  result. 
Small  growths  so  situated  that  they  are  easily  accessible 
"per  vaginam  may  be  removed  by  anterior  or  posterior 
colpotomy,  great  care  being  observed  to  avoid  undue 
traction  upon  the  uterus.  Aii  intrauterine  polypus  present- 
ing at  the  OS  may  be  extirpated  without  interrupting  preg- 
nancy. That  vaginal  enucleation  is  not  free  from  certain 
risks  of  hemorrhage  or  injury  to  the  ureters  I  have  noted 
in  a  case  that  I  reported,  in  which  it  was  found  postmortem 
that  the  right  ureter  was  so  intimately  attached  to  a  small 
tumor  in  the  lower  uterine  segment  that  it  could  not  have 
been  removed  without  tearing  the  duct.  In  my  opinion 
the  indications  for  abdominal  section  for  the  conservative 
treatment  of  fibroids  during  the  first  trimester  are  limited. 
While  numerous  small  sessile  growths  have  been  removed 
from  the  uterine  wall  without  interrupting  the  pregnancy, 
I  would  regard  this  operation  as  a  clever  surgical  achieve- 
ment rather  than  a  useful  or  necessary  procedure,  since  in 
the  majority  of  these  cases  the  normal  development  of  the 
pregnant  uterus  is  not  interfered  with.  Moreover,  one 
removes  only  the  superficial  growths,  and  cannot  be  sure 
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that  more  important  deep-seated  nodules  are  not  left  to 
give  futm'e  trouble.  Pedunculated  subperitoneal  tumors 
can,  of  course,  be  easily  extirpated  without  disturbing  the 
uterus.  This  is  entirely  justifiable  in  the  case  of  movable 
fibroids  of  considerable  size  in  which  there  is  always  risk  of 
impaction,  torsion  of  the  pedicle,  or  the  formation  of  adhe- 
sions. 

This  brings  us  to  a  consideration  of  those  cases  in  which 
a  radical  operation  is  indicated  in  the  interests  of  the 
mother.  The  indications  are  the  same  as  in  the  non- 
pregnant female — pain,  pressure  symptoms,  and  progressive 
increase  in  the  size  of  the  tumor.  As  regards  the  preference 
of  the  surgeon  for  supravaginal  amputation  or  total  hyster- 
ectomy we  need  not  speak.  According  to  Thumin  the 
mortality  of  the  former  operation  during  pregnancy  is  still 
over  11  per  cent.,  as  compared  with  8.9  per  cent,  for  hyster- 
ectomy. Wliatever  method  is  elected,  if  possible,  one  or 
both  ovaries  should  be  preserved. 

Between  the  fourth  and  seventh  month  the  conditions 
are  essentially  different,  since  the  interests  of  the  fetus 
assume  more  importance.  The  observer  is  now  better  able 
to  predict  the  outcome  in  a  doubtful  case.  Low-lying 
tumors  either  begin  to  rise  out  of  the  pelvis,  or  else  the 
impaction  becomes  more  evident  and  the  pressure  symp- 
toms more  marked.  Fibroids  which  encroach  upon  the 
uterine  cavity  interfere  with  the  development  of  the  grow- 
ing fetus,  so  that  abortion  may  occur  with  the  attendant 
risks  of  hemorrhage  and  sepsis.  Increased  growth  of  the 
tumor  under  the  influence  of  pregnancy  is  more  apparent 
than  before.  The  propriety  of  non-interference  is  evident 
so  long  as  the  pregnancy  is  proceeding  normally  and  the 
fibroids  are  well  out  of  the  pelvis.  Subperitoneal  growths 
of  considerable  size,  with  long  pedicles,  will  be  viewed  with 
suspicion,  even  in  the  absence  of  symptoms. 

Whether  it  is  wise  to  empty  the  uterus  after  the  fifth 
month  as  an  elective  procedure  is  doubtful,  especially  as 
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it  may  be  not  only  exceedingly  difficult,  but  is  attended 
with  the  risk  of  hemorrhage.  There  may,  of  course,  be 
circumstances  under  which  this  is  the  only  operative 
treatment  permitted.  This  would  be  the  most  favorable 
time  for  removing  a  pedunculated  intrauterine  growth, 
if  its  presence  is  recognized  after  the  fetus  is  delivered. 
Exceptionally,  vaginal  enucleation  may  be  successfully 
performed  at  this  stage,  unless  the  tumor  is  partly  intra- 
ligamentary.  The  rough  manipulation  during  morcella- 
tion  will  necessarily  favor  uterine  contractions,  and  the 
chances  of  sharp  bleeding  are  not  small,  as  well  as  the  risks 
of  injury  to  the  bladder  or  ureters.  Abdominal  section 
would  be  performed  during  the  second  trimester  as  either  a 
conservative  or  a  radical  measure.  All  will  agree  as  to  the 
propriety  of  myomectomy  in  the  case  of  subperitoneal 
growths  which  are  either  so  placed  as  to  give  rise  to  urgent 
pressure  symptoms,  have  become  adherent  to  adjacent 
organs  or  impacted,  or  have  suffered  torsion  of  the  pedicle, 
with  or  without  resulting  degenerative  changes.  Disease 
of  the  aclnexa,  appendicial  complications,  peritonitis,  etc., 
call  for  interference  without  reference  to  the  question  of 
interrupting  the  pregnancy.  I  reported  a  successful  case 
of  celiotomy  and  vaginal  drainage  of  a  large  retrouterine 
abscess  with  universal  intestinal  adhesions  at  the  fifth 
month.  The  patient  recovered,  but  miscarried  two  weeks 
later. 

The  question  of  the  enucleation  of  sessile  fibroids  by  the 
abdominal  route  after  the  middle  of  pregnancy  admits  of 
considerable  discussion.  Personally,  the  objections  which 
I  have  already  stated  would  have  weight  with  me.  The 
point  might  be  pertinently  raised  whether  the  symptoms 
referable  to  growths  that  are  partially  or  completely  intra- 
mural are  sufficiently  severe  to  call  for  operative  interven- 
tion, and  if  they  are,  is  not  a  radical  operation  preferable? 
Or,  would  it  not  be  better  to  wait  until  the  child  is  viable, 
and  then  perform  Cesarean  section?    Naturally,  one  would 


28     PREGNANC  Y  COMPLICA  TED  B  Y  FIBB  OID  T UMOB. 

not  try  to  enucleate  a  tumor  which  encroached  upon  the 
uterine  cavity,  at  least  not  with  the  expectation  that  preg- 
nancy would  continue.  I  do  not  wish  to  be  understood  as 
saying  that  the  operation  is  not  a  legitimate  one  under 
proper  conditions,  especially  as  Thumin  has  shown  that  less 
than  25  per  cent,  of  the  women  abort.  I  would  merely 
call  attention  to  the  fact  that  no  particular  object  is  gained 
in  excising  small  fibrous  nodules  which  do  not  interfere 
with  the  development  of  the  pregnant  uterus.  I  may 
mention  here,  as  a  sort  of  surgical  curiosity,  the  practise  of 
removing  the  ovaries  during  pregnancy  to  check  the  growth 
of  the  tumor  (!),  where  it  is  found  to  be  undesirable  or 
impossible  to  extirpate  it  after  opening  the  abdomen.  I 
have  known  this  to  be  done,  and  as  the  Porro-Cesarean 
operation  was  subsequently  declined,  the  patient  lost  her 
child  and  with  it  all  hope  of  future  maternity,  though  she 
still  has  the  tumor.  It  must  of  course  be  painful  both  to 
the  patient  and  to  the  surgeon  to  be  obliged  to  sacrifice  the 
fetus  before  it  is  viable,  but  it  may  be  necessary  to  remove 
the  uterus  in  order  to  save  the  life  of  the  mother.  Rapid 
increase  in  the  size  of  the  tumor,  the  appearance  of  cardiac, 
renal,  or  pulmonary  complications,  edema,  intestinal  ob- 
struction— each  of  these  conditions,  aside  from  constant 
pain  and  impairment  of  the  general  health,  may  render  a 
radical  operation  imperative. 

It  may  be  assumed  that  after  the  patient  has  entered 
upon  the  last  third  of  pregnancy  the  efforts  of  the  attendant 
will  be  directed  toward  saving  the  child,  if  this  can  be 
accomplished  without  too  great  risk  to  the  mother.  Gener- 
ally speaking,  at  this  stage  we  shall  be  able  to  assign  the  case 
to  one  of  three  classes:  (1)  The  patient  will  doubtless  go 
to  full  term  and  will  be  delivered  without  undue  difficulty ; 
(2)  a  certain  amount  of  dystocia  may  be  expected,  no 
special  risk  to  the  mother  being  apprehended,  while  the 
risks  to  the  child  may  be  diminished  by  inducing  labor 
during  the  last  month;   (3)  it  is  evident  that  the  fetus 
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cannot  be  delivered  alive  per  vms  naturales,  either  at  the 
seventh  month  or  later. 

Under  the  first  category  are  included  not  only  those 
cases  in  which  no  apprehension  was  felt  from  the  outset, 
but  those  in  which  tumors  originally  intrapelvic  have  risen 
out  of  the  pelvis  or  have  been  dislodged  by  the  attendant, 
and  occupy  such  a  position  that  there  is  no  danger  of  their 
presenting  an  obstacle  to  the  passage  of  the  head,  while 
interstitial  growths  have  not  increased  in  size  to  such  an 
extent  as  to  interfere  with  the  expansion  of  the  uterine 
cavity. 

Under  the  second  class  belong  cases  in  which  fibroids  do 
encroach  to  some  extent  upon  the  pelvic  cavity,  but  not 
sufficiently  to  prevent  the  passage  of  a  compressible  head 
of  moderate  size.  Here  the  accoucheur  has  the  choice  of 
inducing  labor  two  or  three  weeks  before  term,  or  allowing 
pregnancy  and  labor  to  take  their  natural  course,  being 
prepared  to  perform  Cesarean  section  after  he  has  become 
fully  convinced  that  a  living  child  cannot  be  delivered  per 
vaginam.  The  deplorable  alternative,  craniotomy,  may 
of  course  be  chosen  in  private  practice. 

But  we  are  especially  interested  in  the  patient  whom, 
with  considerable  risk  and  great  discomfort  to  herself, 
we  have  succeeded  in  carrying  along  as  far  as  the  sev- 
enth or  eighth  month,  with  either  intrapelvic  growths  of 
moderate  size,  or  large  multiple  fibroids  which  seriously 
interfere  with  the  functions  of  the  abdominal  and  pelvic 
viscera.  At  this  period  we  are  able  to  predict  with  a  degree 
of  certainty  whether  the  patient  will  go  to  full  term,  with  a 
fair  prospect  of  a  normal  or  artificial  delivery  by  the  natural 
passages.  Expectant  treatment  is  still  advisable  under  the 
conditions  before  mentioned,  i.  e.,  with  extrapelvic  tumors 
of  moderate  size,  favorably  located  as  regards  the  lower 
uterine  segment  and  cavity.  The  position  of  the  fetus  and 
the  engagement  of  the  presenting  part  by  external  pressure 
will  indicate  the  absence  of  an  obstacle  to  its  progress 
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through  the  bony  canal.  The  patient  will  be  encouraged 
to  endure  the  added  discomfort  due  to  the  unusual  size  of 
the  uterus  if  assured  that  there  is  no  reason  to  apprehend 
any  danger.  An  abdominal  bandage  will  be  a  great 
comfort  at  this  stage.  Even  where  a  pedunculated  or 
intrapelvic  growth  has  been  impacted  earlier  in  the  preg- 
nancy, and  has  been  kept  out  of  the  way  by  posture  or  by 
mechanical  means,  there  is  no  occasion  for  anxiety,  pro- 
vided that  the  presenting  part  can  be  caused  to  enter  the 
pelvis  without  difficulty.  It  may  seem  wiser  to  induce 
labor  at  the  end  of  the  eighth  or  at  the  beginning  of  the 
ninth  month,  in  order  to  avoid  possible  dystocia ;  but  this  is 
a  question  to  be  settled  only  after  mature  deliberation,  and 
a  careful  examination  under  ether  if  necessary,  the  relative 
risks  to  mother  and  child  being  duly  considered.  I  would 
prefer  to  anticipate  the  normal  date  of  labor  in  private 
practice,  when  objections  would  usually  be  raised  to  ab- 
dominal section  except  as  a  life-saving  operation  for  the 
mother.  I  would  question  the  propriety  of  performing  a 
conservative  operation  during  the  seventh  month,  unless 
the  indications  were  urgent,  I  mean,  of  course,  one  not 
involving  removal  of  the  uterus.  A  polypus  presenting  at 
the  OS  which  showed  signs  of  sloughing,  or  threatened  to 
interrupt  the  pregnancy,  should  certainly  be  removed.  I 
reported  a  successful  case  of  torsion  of  the  pedicle  of  a  large 
subperitoneal  tumor  with  impaction  and  commencing 
peritonitis  at  the  beginning  of  the  seventh  month.  The 
patient  went  to  full  term  after  the  celiotomy  and  had  a 
normal  delivery.  Here  there  was  no  alternative  except  to 
operate  without  delay. 

Severe  pain  and  pressure  symptoms  might  render  it 
necessary  to  attempt  the  vaginal  enucleation  of  a  tumor  in 
the  lower  uterine  segment  before  the  eighth  month,  but  I 
would  prefer  to  wait  if  possible  and  perform  an  elective 
Cesarean  section,  as  in  a  case  which  I  reported  to  this 
Society.     If  small  and  favorably  situated,  such  a  growth 
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which  opposed  the  passage  of  the  head  might,  however,  be 
removed  even  after  labor  had  begmi. 

Circumstances  may  of  course  arise  under  which  it  may  be 
necessary  to  extirpate  the  uterus  in  order  to  save  the 
mother  before  the  fetus  has  reached  an  age  at  which  its 
chances  of  surviving  are  favorable,  that  is  early  in  the 
seventh  month. 

After  the  middle  of  the  eighth  the  indications  are  clear 
to  delay  as  long  as  possible  and  then  to  perform  an  elective 
section  near  or  at  term,  or  at  the  beginning  of  labor,  as  may 
seem  best  to  the  operator.  The  decision  as  to  the  extent  of 
the  operation  will  depend  upon  the  wishes  of  the  patient  as 
well  as  the  bias  of  the  surgeon.  If  there  is  a  simple  tumor 
of  moderate  size  in  the  lower  segment  it  may  seem  to  be 
preferable  to  perform  the  typical  Cesarean  section,  post- 
poning the  removal  of  the  growth  until  later;  or  the  operator 
may  choose  to  enucleate  it  at  the  time.  How  far  one  would 
be  justified  in  removing  one  or  more  sessile  tumors  before 
or  after  suturing  the  uterine  wound  is  a  question  which  I 
do  not  propose  to  discuss.  It  does  not  seem,  however,  as 
if  we  need  assume  in  this  advanced  age  of  surgical  technic 
that  every  fibroid  uterus  need  be  sacrificed  after  removal  of 
the  fetus.  The  question  of  suprapubic  amputation  versus 
hysterectomy,  as  before  stated,  will  not  be  discussed. 

In  this  brief  review  of  the  subject  much  has  been  omitted 
which  I  hope  will  be  considered  by  the  succeeding  speakers. 
It  has  been  my  aim  to  urge  conservatism  so  far  as  it  can 
be  practised  without  undue  risk  to  the  patient.  Between 
the  cases  in  which  non-interference  is  clearly  indicated  and 
those  demanding  a  radical  operation  there  is  a  large  class 
in  which  there  is  wide  room  for  difference  of  opinion.  Con- 
stant observation  in  a  doubtful  case,  repeated  examinations, 
and  a  thorough  familiarity  with  the  physiology  and  path- 
ology of  pregnancy,  can  alone  guard  one  against  the  error 
of  interfering  rashly  and  prematurely  or  the  opposite  mis- 
take of  trusting  too  blindly  to  the  natural  forces. 
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Although  not  properly  included  under  the  subject 
before  us,  it  seems  pertinent  to  ask  whether  it  is  not  in- 
cumbent upon  us  as  gynecologists  to  follow  the  trend  of 
modern  medicine  and  to  endeavor  to  guard  our  patients  as 
far  as  possible  against  the  dangers  which  we  have  been 
considering.  While  the  regulation  of  marriage  is  not  yet 
controllable,  either  by  the  physician  or  by  the  law,  the 
former  is  in  a  position  to  advise,  even  if  his  advice  is  not 
carried  out.  Personally,  I  feel  that  it  is  our  duty  to  warn  a 
young  woman  against  the  risks  of  pregnancy  when  she  has 
a  fibroid  tumor  that  may  give  rise  to  serious  trouble,  even 
though  it  has  never  caused  any  marked  symptoms.  If 
she  is  determined  to  marry,  nevertheless,  the  propriety  of 
performing  a  conservative  operation  (myomectomy)  for  the 
removal  of  the  tumor  may  be  considered.  Under  proper 
limitations  this  would  be  justifiable,  and  numerous  suc- 
cessful cases  have  been  reported  in  which  normal  preg- 
nancy and  labor  have  followed.  How  far  we  can  go  in 
advising  married  women  with  fibroids  to  avoid  conception 
is  a  question  which  each  one  must  answer  to  his  own  con- 
science. In  the  presence  of  a  neoplasm  that  has  already 
assumed  surgical  importance,  it  certainly  seems  unwise  to 
allow  a  patient  to  incur  the  additional  risks  of  a  pregnancy 
which  we  know  can  only  terminate  unfortunately. 


PREGNANCY  AND  LABOR  COMPLICATED  BY 
MYOMATA. 


By^George  Tucker  Harrison,  M.D  , 
New  York  City. 


It  is  not  to  be  denied  that  until  the  subject  was  illumi- 
nated by  the  masterly  exposition  of  Hofmeier  the  dangers 
incident  to  this  complication  of  pregnancy  were  vastly 
overrated.  The  consequence  of  this  fear  of  disastrous 
consequences  attending  the  act  of  birth  led  in  times,  not  so 
long  since  passed,  to  operative  procedures  which,  to  say 
the  least,  were  unnecessary.  As  preliminary  to  the  main 
question,  it  is  interesting  to  study  the  influence  of  the 
myoma  on  sterility  and  fertility.  The  views  of  Hofmeier,^ 
who  has  enriched  this  theme  by  a  number  of  valuable 
contributions,  are  not  in  accordance  with  those  generally 
accepted,  but  based,  as  they  are,  on  careful  analysis  of  a 
large  number  of  observations,  may  well  challenge  our  atten- 
tion. He  insists  that  in  by  far  the  greater  preponderating 
number  of  patients  the  myomata  are  entirely  without 
influence  on  the  sterility  which  is  dependent  on  other  causes, 
or,  at  any  rate,  they  play  a  subordinate  role,  and  that  in  no 
case  would  it  correspond  to  the  actual  relations,  as  a  matter 
of  course,  to  bring  the  myomata  into  a  causal  relation  to 
the  sterility.  He  further  contends  that  the  myomata  have 
had  no  influence  on  the  fertility,  since  it  almost  alwaj^s 
dates  back  to  years  when,  in  all  probability,  there  were 

1  Zeitschrift  f.  Geburts.  u.  Gyn.,  Bd.  xxx.,  Heft  1;  Bd.  xliii.,  Heft  3. 
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no  myomata  present,  and  its  cause  must  l^e  sought  else- 
where than  in  the  myomata  appearing  at  a  much  later 
period.  Undoubtedly  Hofmeier  is  right  in  asserting  that 
the  presence  of  a  myoma  in  a  sterile  woman  should  not, 
without  other  evidence,  be  assumed  as  the  cause  of  sterility 
— other  causes  may  be  operative.  To  deny  entirely  the 
influence  of  myomata  on  fertility,  however,  is  to  occupy 
untenable  ground.  Olshausen  complains  justly  that  the 
fewest  possible  authors  who  discuss  this  subject  make  a 
distinction  in  regard  to  the  seat  of  the  myoma ;  others  count, 
in  their  statistics,  all  myomata  as  equivalent.  No  reason- 
ing can  be  more  fallacious  than  arguments  based  on  such 
premises. 

The  site  of  the  myoma  is  a  matter  of  prime  impor- 
tance. Small  subperitoneal  myomata  interfere  with  con- 
ception only  under  rare  circumstances  and  do  not  dis- 
turb the  course  of  pregnancy.  Large  subperitoneal 
myomata  more  frequently  form  an  obstacle  to  conception 
by  disturbing  the  normal  relations  of  the  annexa,  but  at 
times  may  simply  render  conception  not  impossible  but 
more  than  ordinarily  difficult,  so  that  it  may  take  place 
under  circumstances  provisionally  unknown  to  us.  Hof- 
meier thus  expresses  himself:  "The  myoma  in  itself  I 
should  not  regard  as  a  favoring  factor,  but  it  is  nevertheless 
an  undoubted  fact  that  in  women  affected  with  myomata 
the  entire  activity  of  the  sexual  apparatus  is  maintained  an 
extraordinarily  long  time,  consequently  that  of  the  ovaries, 
and  thus  it  is  that  the  possibility  of  conceiving  in  them 
is  present  in  a  heightened  degree."  This  is  especially  true 
of  subserous  myomata.  Interstitial  and  still  more  sub- 
mucous myomata  render  conception  difficult  to  a  marked 
degree.  This  is  due  to  the  hyperplastic  endometritis  and 
changes  in  the  cavity  of  the  body.  My  observations  agree 
entirely  with  those  of  Olshausen  when  he  declares  that 
when  an  interstitial  myoma  corresponds  in  size  to  the  third 
or  fourth  month  of  pregnancy,  it  causes  an  absolute  bar  to 
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the  occurrence  of  conception.  Polypi  and  cervical  myo- 
mata,  respectively,  interpose  obstacles  in  the  way  of  con- 
ception, of  a  greater  or  less  degree.  In  these  cases  of  inter- 
stitial and  submucous  myomata,  if  pregnancy  occurs,  it  may 
run  its  normal  course,  without  disturbance,  especially  if  the 
tumors  are  small;  but,  on  the  other  hand,  abortion  or 
premature  birth  may  ensue.  The  defective  distensibility 
of  the  walls  of  the  uterus,  the  limitations  of  space  of  its 
cavity  as  well  as  of  the  abdominal  cavity,  the  possible  retro- 
deviation caused  by  the  myoma,  and  the  changes  of  the 
mucous  membrane  are  reasons  enough  to  explain  the 
frequency  of  the  premature  interruption  of  pregnancy 
under  the  circumstances  just  mentioned.  At  times,  hemor- 
rhages are  observed  in  the  case  of  submucous  myomata 
during  pregnancy,  as  might  naturally  be  conjectured  would 
be  the  case.  Placenta  prsevia  has  been  observed  in  a 
number  of  cases,  and  this  a  ^priori  consideration  would 
suggest  as  likely.  Pregnancy  favors  the  growth  of  the 
myoma  and  leads  to  its  edematous  softening.  Some 
observers  have  noticed  a  hemorrhagic  disintegration.  In 
pedunculated  subserous  myomata  axis  rotation  of  the 
pedicle  may  ensue,  and  as  a  consequence  of  this,  as  well  as 
by  perforation  of  hemorrhagic  disintegrating  foci,  peritonitis 
may  be  caused.  These,  it  must  be  remarked,  are,  however, 
rare  events.  If  the  nutrition  of  the  tumor  is  greatly  im- 
paired, gangrene  may  take  place  with  fatal  result.  By 
the  simultaneous  growth  of  the  pregnant  uterus  and  large 
myomata  severe  phenomena  of  compression  of  the  abdom- 
inal and  thoracic  organs  may  originate,  especially  in  those 
women  who  conceive  late  in  life,  after  a  long  preceding 
sterility,  and  attain  an  unbearable  degree.  In  the  first 
four  or  five  months  the  diagnosis  of  pregnancy  in  a  myo- 
matous uterus  may  be  attended  with  great  difficulty. 
Especially  difficult  is  the  diagnosis  in  those  cases  in  which 
a  tumor  of  large  dimensions  overshadows,  as  it  were,  the 
small  pregnant  uterus.     Difficulty,   too,   arises   in   those 
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cases  in  which,  notwithstanding  the  existence  of  pregnancy, 
hemorrhages  persist.  The  differential  diagnosis  between 
retroflexion  of  the  pregnant  uterus  and  myoma  of  the 
posterior  wall  of  the  uterus  is,  at  times,  attended  with 
exceeding  difficulty.  When  a  myoma  possesses  a  soft  con- 
sistency it  may  simulate  a  gravid  uterus  very  closely.  In 
a  case  which  came  under  my  observation  several  years  ago, 
the  objective  examination  seemed  almost  conclusive  as  to 
the  existence  of  pregnancy.  In  order  to  eliminate  that 
possibility  I  had  to  ask  the  patient  point-blank  if  it  were 
possible  that  she  might  be  pregnant.  She  assured  me  that 
this  was  absolutely  out  of  the  question,  as  she  had  been  a 
widow  for  several  years.  The  subsequent  history  showed 
the  true  condition  due  to  a  soft  myoma.  When  a  myoma 
which  has  been  long  stationary  begins  to  grow  suddenly 
the  possibility  of  the  coexistence  of  pregnancy  must  be 
borne  in  mind.  It  must  not  be  overlooked  that  this 
growth  is  often  only  apparent  and  is  merely  simulated  by 
the  elevation  or  differentiation  of  the  tumor  from  the  preg- 
nant uterus.  As  soon  as  the  gravid  uterus  has  reached 
that  stage  of  development  that  carries  it  up  into  the  ab- 
dominal cavity,  it  contrasts  in  a  striking  manner  by  its 
greater  softness  with  the  complicating  myomata.  Even 
interstitial  tumors,  which  are  most  likely  to  escape  recog- 
nition, come  into  prominence  if  uterine  contraction  happens 
to  supervene  during  the  examination.  To  illustrate  the 
difficulties  in  the  way  of  a  correct  diagnosis  I  cannot  do 
better  than  to  quote  an  observation  of  Ahlfeld's,  who 
remarks:  ''Even  after  opening  the  abdominal  cavity,  I  was 
in  one  case  unable  to  decide  whether  I  had  before  me  an 
impregnated  uterus  of  the  twentieth  week  or  a  soft  fibro- 
matous  uterus.  Further  observation  showed  the  latter  to 
be  the  case."  "In  order  to  treat  this  disorder  rationally 
it  is  absolutely  necessary,  in  the  first  instance,  to  study  the 
influence  of  myomata  on  birth  and  the  puerperal  state,  in 
addition  to  that  on  pregnancy,  above  mentioned."     In  a 
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paper  previously  quoted  from  the  pen  of  Hofmeier^  this 
author  speaks  as  follows:  '*I  believe  I  may  say  most 
positively  from  my  experience  that  the  complications 
which  myomata  present  during  pregnancy,  birth,  and  the 
puerperal  state,  cause  actual  earnest  dangers  only  in  a  few 
cases  and  may  be  quite  essentially  diminished  by  patience, 
a  cautious  treatment  of  the  birth,  especially  by  its  strict 
antiseptic  conduct,  and  by  careful  attention  to  the  placental 
period."  The  opinions  of  this  author  ought  to  carry  great 
weight  from  his  long  experience  and  acknowledged  ability, 
but  his  views  are  at  variance  with  those  of  many  other 
equally  eminent  authorities.  I  am  inclined  to  the  belief 
that  he  underestimates  the  significance  of  this  complication. 
It  will  be  observed  that  he  speaks  in  general  terms  of  all 
myomata  and  does  not  distinguish  them  according  to  site. 
As  a  matter  of  fact  the  significance  of  myomata  for  birth 
and  the  puerperium  is  very  different  according  to  the  situa- 
tion. Subserous  moymata,  as  a  rule,  produce  no  disturb- 
ances. Although  rarely  it  may  happen  that  the  pedicle 
becomes  twisted  and  impaired,  nutrition  occurs,  with  its 
consequences.  In  a  case  which  I  reported  to  the  New 
York  Obstetrical  Society,  a  number  of  years  ago,  a  sub- 
serous myoma  with  a  long,  thin  pedicle  became  detached 
from  the  uterus  and,  becoming  fixed  in  the  pelvis,  caused 
the  phenomena  of  incarceration.  There  was  no  pregnancy 
here,  but  such  an  accident  might  occur  if  pregnancy  super- 
vened in  a  similar  case.  A  subserous  myoma  becomes  of 
especial  significance  when  situated  in  the  cervix,  as  in  this 
case  it  may  offer  an  obstruction  to  the  engagement  of  the 
child's  head  in  the  superior  strait,  or  it  may  simply  be 
impossible  for  the  child  to  pass  through  the  pelvic  canal. 
The  influence  of  interstitial  myomata,  when  situated  low 
down  in  the  cervix,  may  be  of  profound  significance.  It 
is  a  matter  of  clinical  observation,  however,  and  may  be 

^  Vide  Lehrbuch  der  Geburtshulfe,  p.  221. 
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regarded  as  the  rule,  that  cervical  myomata,  if  they  do  not 
extend  very  deep  in  the  pelvis,  with  the  ascent  of  the  uterus, 
gradually  recede  from  the  pelvis  as  pregnancy  goes  on,  and 
so  leave  the  pelvis  free  for  the  passage  of  the  child's  head. 
In  exceptional  cases  this  occurs  during  the  act  of  birth.  It 
is  not  to  be  denied  that  interstitial  and  submucous  myo- 
mata exert  a  positive  influence  on  the  presentation  of  the 
fetus.  According  to  Olshausen^  in  his  tabulation  of  a  large 
number  of  cases  of  birth  54  per  cent,  were  head  presenta- 
tions, 24  per  cent,  breech  presentations,  and  19  per  cent, 
transverse  presentations.  This,  however,  is  a  matter  of 
subordinate  importance.  It  has  been  fully  established  by 
clinical  evidence  that  interstitial  and  submucous  myomata 
are,  at  times,  dangerous  in  consequence  of  the  intense 
hemorrhages  they  evoke  in  the  third  stage  of  labor  and  in 
the  puerperium,  as  well  as  by  the  gangrene  with  which 
they  may  be  affected.  Fortunately,  these  are  rare  events. 
In  multiple  interstitial  myomata  the  contractile  power  of 
the  uterine  walls  is  often  defective,  and  hence  the  danger  of 
hemorrhage.  With  reference  to  treatment  no  general  rules 
can  be  given  applicable  to  each  case.  The  circumstances 
belonging  to  the  given  case  must  be  carefully  considered 
before  arriving  at  the  conclusion  that  operative  inter- 
vention is  indicated.  Formerly  the  dangers  incident  to 
myomata,  complicated  by  pregnancy,  in  causing  dystocia, 
were  greatly  overrated,  as  already  mentioned,  and  hence 
in  many  cases  operations  were  performed  which  we  now 
know  were  contraindicated.  It  was,  therefore,  a  most  im- 
portant addition  to  scientific  medicine  when  Hofmeier 
demonstrated,  in  successive  publications,  that  pregnancy 
was  not  affected,  as  a  rule,  by  the  myoma,  and  that  the 
majority  of  women  thus  affected  attained  to  full  term  and 
gave  birth  to  their  children  with  safety.  During  pregnancy 
the  plan  of  treatment,  as  a  rule,  is  an  expectant  one.    The 

'  Lehrbuch   der  Geburtshiilfe   von    D.  R.  Olshauscn  und   I.  Veit, 
5lh  aufl. 
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indications  for  intervention  are  furnished  by  disturbances 
or  conditions  which  render  delay  dangerous,  as,  for  example, 
when  the  myomatous  pregnant  uterus  becomes  incarcer- 
ated. The  artificial  interruption  of  pregnancy  which  first 
suggests  itself  when  an  active  procedure  is  indicated  is 
attended  with  grave  dangers  and  should  not  be  entertained. 
In  these  circumstances  the  expulsion  of  the  ovum  may 
be  delayed,  there  may  Tdc  uncontrollable  hemorrhage, 
the  o\aim  may  undergo  decomposition,  the  portion  of  the 
myoma  projecting  into  the  uterine  cavity  may  undergo 
necrosis  or  gangrene,  and  the  conditions  altogether  be  favor- 
able to  the  production  of  septic  infection.  T^Tien  sj^mp- 
toms  show  themselves  which  make  further  continuance  of 
pregnancy  a  menace  to  life,  a  very  rare  contingency  it 
must  be  admitted,  laparotomy  is  indicated  either  for  the 
performance  of  a  myomectomy  or  supravaginal  amputation 
of  the  uterus.  Olshausen  expresses  the  opinion,  in  which 
I  fully  concur,  that  the  ablation  of  polypi  and  especially 
the  enucleation  of  submucous  cervical  myomata  should  be 
postponed  until  the  end  of  pregnancy,  because  labor  may 
be  expected  to  follow  closely  upon  the  operative  inter- 
vention. Enucleation  through  the  vagina  should  not  be 
attempted  if  the  attachment  extends  so  far  upward  as  not 
to  be  within  the  reach  of  the  finger.  I  entirely  concur  in 
the  view  expressed  by  Donald,  of  Manchester,  in  his  excel- 
lent paper  upon  this  theme  read  before  the  London  Ob- 
stetrical Society,  and  published  in  the  Transactions  of  that 
Society  for  1901,  that  when  the  tumor  is  subserous  and  has 
a  well-defined  pedicle  the  risk  of  operation  is  no  greater 
than  that  of  ovariotomy  during  pregnancy.  When  he 
goes  farther  and  remarks,  ''In  every  case  in  which  a 
tumor  of  this  kind  is  diagnosed  during  pregnancy,  operation 
should  be  undertaken  without  delay,"  I  am  not  quite  pre- 
pared to  follow  him.     Admirably  says  Howard  Kelly  :^ 

^  Operative  Gynecologj^,  vol.  ii.  p.  410. 
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"Mere  prophylaxis — that  is  to  say,  operating  when  there 
are  no  urgent  symptoms,  on  account  of  dangers  which  may 
arise — has  no  field  here."  The  existence  of  a  myoma  in 
itself  does  not  furnish  an  indication  for  operative  inter- 
vention ;  it  is  only  when  symptoms  are  caused  by  it,  which 
jeopardize  life  and  health,  that  operative  interference  is 
justifiable.  When,  therefore,  the  disturbances  evoked  by 
the  presence  of  the  tumor  assume  a  menacing  character,  so 
as  to  make  the  further  continuance  of  pregnancy  undesir- 
able, it  may  be  necessary  to  have  recourse  to  enucleation  per 
vaginam,  if  it  is  a  cervical  myoma,  or,  as  remarked,  supra- 
vaginal amputation  may  be  indicated,  or  myomectomy. 
During  labor,  if  the  tumors  are  high  up,  our  policy  should 
be  that  of  masterly  inactivity.  Myomata  which  project  as 
polypi  into  the  vagina  should  be  ablated  at  once.  If  the 
tumor  is  wedged  in  the  pelvis  cautious  attempts  at  reposi- 
tion may  be  made,  although  they  are  usually  futile,  if  the 
tumor  has  shown  no  inclination  to  ascend,  in  the  unfolding 
of  the  cervix.  If  these  attempts  do  not  succeed  and  the 
limitation  of  space  is  not  excessive,  we  may  still  hope  that 
the  serous  infiltration  of  the  tumor  may  have  softened  it  to 
such  a  degree  as  to  allow  the  passage  of  the  child.  Here 
podalic  version  is  preferable  to  the  high  forceps  operation, 
as  delivery  can  be  accomplished  more  easily  and  with  less 
injury  to  the  soft  parts.  When  the  myoma  presents  an 
absolute  obstacle  to  the  birth  of  the  child,  the  Cesarean 
section  is  indicated.  This  operation  for  such  complication 
is  also  indicated  in  the  latter  part  of  pregnancy,  supposing 
the  child  is  viable,  and  dangerous  symptoms  manifest 
themselves  which  threaten  the  life  of  the  mother.  It  is 
important  to  bear  in  mind  that  in  the  performance  of  the 
Cesarean  section  the  correct  point  of  time  must  be  selected, 
not  too  soon  before  labor  pains  have  begun  and  not  too  late, 
when  the  chances  of  a  successful  issue  have  been  greatly 
diminished.  AVhether  amputation  or  total  hysterectomy 
shall  follow  the  Cesarean  section  will  depend  to  some  extent 
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on  the  site  of  the  tumor  and  also  on  whether  infection  has 
Ukely  taken  place  or  not.  In  the  latter  case  total  hyster- 
ectomy is  clearly  indicated.  An  interesting  case  belonging 
to  the  category  now  under  discussion  I  had  the  opportunity 
of  observing  last  summer.  On  July  4th  I  was  hurriedly 
called  in  consultation,  by  Dr.  Alfred  B.  Tucker,  to  a  case 
in  which  a  woman,  according  to  the  clinical  history,  had 
been  in  labor  for  several  days  and  yet  had  made  no  progress, 
as  the  pelvic  canal  was  occupied  by  a  large  myoma  which 
sprang  from  the  lower  segment  of  the  uterus.  The  os  uteri 
was  so  distorted  that  it  could  be  felt  with  the  greatest 
difficulty  by  passing  around  and  under  the  tumor  toward 
the  right  sacroiliac  junction.  This  patient  had  given  birth 
about  two  and  a  half  years  before  to  a  living  child,  and  at 
the  fourth  month  of  the  present  pregnancj'  had  undergone 
an  operation  for  myomectomy  by  laparotomy.  The  scar 
on  the  abdominal  wall,  in  the  median  line,  was  plainly 
visible,  and  from  its  length  the  tumor  removed  must  have 
been  large.  Unfortunately  for  the  patient  the  operating 
surgeon  neglected  to  remove  a  small  subserous  myoma,  in 
the  erroneous  belief  that  it  would  hardly  grow  to  any  extent 
and  therefore  was  a  negligible  quantity.  Careful  exami- 
nation of  this  patient  showed  that  the  tumor  was  firmly 
fixed  in  the  pelvis  and  offered  an  insuperable  obstacle  to 
the  passage  of  the  child.  As  the  child  was  living,  the 
woman  having  attained  the  full  term,  Cesarean  section  was 
indicated.  The  operation  was  performed  by  Dr.  Tucker, 
with  my  assistance,  the  operator  exhibiting  masterly  skill 
as  usual.  It  was  impossible  to  enucleate  the  tumor,  on 
account  of  its  site  and  other  unfavorable  conditions,  and 
therefore  total  hysterectomy  was  decided  upon.  This 
was  promptly  done,  and  the  patient's  condition  was  such, 
after  the  operation,  as  to  promise  rapid  recovery.  She 
died,  however,  I  regret  to  say,  after  a  few  days,  from  ileus. 
This  case  presents  several  points  of  interest  and  is  especially 
instructive  as  showing  the  importance  of  removing  all 
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myomatous  germs  when  performing  the  operation  of 
myomectomy.  Reference  has  been  made  to  the  fact  that 
postpartum  hemorrhages  are  apt  to  occur  in  the  case  of 
submucous  myomata.  One  of  the  worst  cases  of  such 
hemorrhage  it  has  ever  been  my  fortune  to  encounter 
occurred  to  me  a  number  of  years  ago,  and  in  order  to 
control  it  I  had  to  make  an  intrauterine  injection  of 
tincture  of  iodin.  The  careful  supervision  of  the  dehvery 
of  the  placenta  is,  therefore,  the  imperative  duty  of  every 
physician  who  has  under  his  care  a  case  of  myoma  compli- 
cating labor.  In  conclusion,  it  may  be  maintained  as  a 
truth,  established  by  abundant  clinical  proof,  that  while 
in  the  preponderating  majority  of  cases  women  affected 
with  myomata  may  be  expected  to  attain  to  the  end  of 
pregnancy  and  pass  safely  through  the  perils  of  childbirth 
and  the  puerperal  state,  there  are,  on  the  other  hand,  in  a 
minority  of  cases,  such  conditions  or  disturbances  due  to 
the  myomata  that  threaten  the  life  of  the  patient  to  the 
degree  that  surgical  intervention  is  clearly  indicated;  it  is 
simply,  therefore,  the  part  of  wisdom  to  be  prepared  for 
any  emergency. 
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Shall  their  Surgical  Treatment  be  Hysterectomy 
OR  Myomectomy? 

By  Joseph  Taber  Johnson,  M.D., 
Washington,  D.  C. 


Cases  of  pregnancy  complicated  by  fibroid  tumor  are, 
fortunately,  the  rare  exception  instead  of  t-he  rule.  I  know 
of  no  statistics  which  state  with  any  pretense  to  accuracy 
their  exact  frequency — as  they  do  in  regard  to  puerperal 
eclampsia,  placenta  prsevia,  or  rupture  of  the  uterus.  Few 
men  have  acquired  a  large  experience  in  the  management 
of  this  complication,  while  many  have  in  a  large  practice, 
both  obstetric  and  gynecologic,  met  with  only  one  or  two 
cases,  and  some  have  never  seen  a  pregnancy  thus  com- 
plicated. 

My  own  experience  is  limited  to  two  cases  equally 
successful  so  far  as  the  mother  was  concerned,  in  one  of 
which  I  performed  a  supravaginal  hysterectomy,  the 
uterus  containing  a  five  months'  fetus  as  well  as  a  large 
fibroid  tmiior,  and  in  the  other  case  I  assisted  my  assistant, 
Dr.  Bowen.  The  operation  was  terminated  as  a  myo- 
mectomy, the  woman  being  four  months  pregnant.  She 
was  delivered  five  months  later  of  a  live  child,  and  both 
mother  and  child  did  perfectly  well.  I  am  not  in  a  position, 
therefore,  to  speak  with  very  much  authority  on  either 
side  of  this  important  question,  but  my  inclinations  are 
upon  the  side  of  the  conservative  operation  which  has  for 
its  object  the  saving  of  the  child. 
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When  the  tumor  is  so  situated  as  to  threaten  the  safe 
continuance  of  the  pregnancy,  and  to  jeopardize  the  hfe 
of  the  mother  during  labor,  some  kind  of  operative  inter- 
ference is  demanded  in  the  interest  of  humanity  and  of 
good  surgery. 

Formerly  supravaginal  hysterectomy  would  have  been 
the  operation  of  necessity,  but  with  the  evolution  of  a 
safer  and  more  comprehensive  abdominal  technic  myo- 
mectomy should  become  more  and  more  the  operation  of 
choice.  On  account  of  the  many  variations  in  the  size, 
location,  rate  of  growth,  and  manner  of  attachment  of 
these  tumors  no  definite  and  universal  rules  of  procedure 
can  be  adopted  for  their  treatment. 

Every  case  will  have  to  be  managed  according  to  the 
exigencies  which  arise,  as  pregnane}''  advances,  and  not  a 
few  will  present  themselves  where  the  safety  of  the  mother 
and  the  unborn  child  will  be  more  conserved  by  practising 
such  a  masterly  inactivity  as  consists  in  watching  and 
waiting  for  the  development  of  surgical  indications,  which 
may  never  arise,  in  the  mind  of  the  conscientious  and 
conservative  surgeon. 

We  know  that  many  women  have  gone  safely  through 
pregnancy  and  labor  when  these  otherwise  normal  proc- 
esses have  been  complicated  by  fibroid  tumors.  On  the 
other  hand,  we  know  that  the  safety  and  existence  of  preg- 
nancy has  been  seriously  menaced  and  labor  made  difficult, 
dangerous,  or  impossible  by  fibroid  tumors  so  located,  and 
of  such  a  size,  and  causing  such  symptoms  as  to  convert 
a  normal  condition  and  a  normal  process  into  one  of  great 
danger  and  possible  disaster. 

These  dangers  to  the  mother  are  not  passed  with  the 
difficult  though  successful  delivery  of  her  child.  The 
complicating  fibroid  may  be  of  the  submucous  or  inter- 
stitial varieties,  and  so  interfere  with  the  safe  and  normal 
contraction  of  the  uterus  as  to  permit,  and  indeed  to  cause, 
an  uncontrollable  postpartum  hemorrhage. 
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As  these  complicating  tumors  are  not  amenable  to  med- 
ical or  electric  treatment  during  pregnancy  for  obvious 
reasons,  we  are  driven  to  surgical  relief,  in  the  class  of 
cases  where,  in  our  judgment,  this  remedy  is  not  worse 
than  the  disease. 

As  we  are  barred  by  existing  complicating  conditions 
from  practising  many  of  the  minor  methods  of  treatment — 
such  as  electricity  in  any  of  its  various  methods  of  appli- 
cation, oophorectomy,  curetting,  ligation  of  the  uterine 
arteries  through  the  vagina — we  are  driven  to  the  selection 
of  the  major  operation  in  those  cases  where  surgical  relief 
of  some  kind  is  imperative. 

Shall  it  be  hysterectomy  or  myomectomy?  We  cannot 
say  one  or  the  other  in  all  cases.  While  "^^e  could  remove 
the  complicating  tumor  or  the  uterus  and  its  contents  in 
nearly  all  cases,  we  could  only  remove  the  tumor  and  leave 
the  uterus  in  a  reasonably  safe  condition,  free  from  the 
dangers  of  hemorrhage  or  abortion,  in  that  class  of  cases 
where  the  tumor  was  favorably  situated  for  such  an  oper- 
ation. 

The  statement  that  it  would  be  unsurgical  to  attempt 
the  removal  of  an  interstitial  or  submucous  fibroid  tumor 
complicating  pregnancy  by  a  myomectomy  requires  to 
be  supported  by  no  argument.  It  is  a  self-evident  fact. 
Such  cases  would  have  to  be  treated,  if  any  operation  was 
required,  by  hysterectomy.  If,  however,  the  tumor  were 
subperitoneal,  and  especially  if  it  were  pediculated,  myo- 
mectomy has  been  done  sufficiently  often,  under  these 
circumstances,  to  entitle  it  to  be  considered  as  the  opera- 
tion of  election.  With  the  improvement  of  our  abdominal 
surgical  technic  in  the  last  two  decades,  this  has  become  a 
comparatively  safe  operation. 

In  1882  Dr.  Mann  read  to  our  Society  a  most  instructive 
paper  upon  the  safety  of  necessary  surgical  operations  upon 
pregnant  women,  and  gave  considerable  statistical  evidence 
in  support  of  his  contention. 
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Later  on  Dr.  Muncle  read  us  a  paper  upon  appendectomy 
during  pregnancy,  in  which  he  reported  six  operations,  all 
successful,  and  in  none  of  which  did  abortion  occur. 

In  the  March  number  of  the  American  Journal  of  Ob- 
stetrics is  a  paper  by  Dr.  Carstens,  of  Detroit,  giving  the 
history  of  twenty-one  abdominal  operations  on  pregnant 
women,  with  five  deaths,  or  a  mortality  of  23  per  cent. 

Of  these  operations  four  were  for  the  removal  of  fibroid 
tumors  complicating  pregnancy. 

Myomectomy  was  done  in  each  instance,  with  one  death, 
stated  to  be  from  shock  following  an  abortion  thirty-six 
hours  after  the  operation.     The  other  three  cases  recovered. 

Drs.  Fry,  Bovee,  and  Stone,  all  of  this  city,  and  all 
Fellows  of  this  Society,  have  reported  successful  cases  to 
our  District  Medical  Society  of  hysterectomy  for  fibroids 
complicating  pregnancy,  and  Dr.  Williams,  Surgeon-in- 
Charge  of  the  Freedmen's  Hospital  of  Washington,  has 
performed  a  supravaginal  hysterectomy,  removing  a  full- 
term  fetus  together  with  a  fourteen-pound  fibroid  tumor; 
both  mother  and  child  did  perfectly  well. 

Dr.  Duncan  Emmet,  in  a  paper  read  to  this  Society  in 
1901  advocated  myomectomy  as  the  operation  of  choice  in 
cases  of  pregnancy  complicated  by  fibroid  tumors.  He 
gives  statistics  of  many  successful  operations,  including 
three  by  Dr.  Howard  Kelly,  and  rounds  out  his  instructive 
resume  of  the  subject  by  reporting  a  successful  myomec- 
tomy on  a  woman  four  months  pregnant,  from  whose  uterus 
he  removed  nine  fibroid  tumors,  closing  each  incision  with 
a  continuous  catgut  suture.  Dr.  Emmet  states  that  she 
bore  the  operation  well,  and  that  her  convalescence  was 
uneventful.  She  was  subsequently  attended  by  Dr.  Em- 
met, who  states  she  was  successfully  delivered  after  a  labor 
which  consisted  of  only  three  pains,  and  which  lasted  only 
twenty  minutes. 

In  the  discussion  of  this  paper.  Dr.  Bovee,  of  Washing- 
ton, reported  a  case  where  he  removed  a  six-pound,  degen- 
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erating  fibroid  from  a  woman  three  months  pregnant,  in 
Columbia  Hospital,  and  that  she  came  back  to  the  hospital 
six  months  later  and  was  delivered  without  any  trouble 
or  injury  to  the  abdominal  incision.  She  has  since  been 
delivered  of  another  child  in  the  same  hospital. 

While  the  evidence  of  the  increasing  safety  of  abdominal 
operations  on  pregnant  women  might  be  greatly  increased 
and  multiplied  in  this  paper,  enough,  it  is  thought,  has 
already  been  introduced  to  support  the  contention  that,  in 
cases  of  pregnancy  complicated  by  fibroid  tumors,  when 
any  operation  is  required,  and  the  tumor  is  so  situated  as 
to  make  it  possible,  myomectomy  should  be  considered 
the  operation  of  election. 


DISCUSSION  ON  THE  PAPERS  OF  DRS.  COE, 
HARRISON,  AND  JOHNSON. 

Dr.  Edward  Reynolds. — I  happen  to  have  had  consider- 
able experience  with  fibroids  complicating  pregnancy,  labor, 
and  the  puerperium.  There  are  many  points  in  connection 
with  these  papers  that  I  would  like  to  consider,  but  in  view 
of  the  shortness  of  time  I  shall  limit  myself  to  one  particular 
point — the  treatment  of  large,  incarcerated  fibroids,  at  or  near 
term,  in  advance  of  the  head.  I  have  seen  ten  such  cases, 
but  owing  to  the  destruction  of  some  of  my  earlier  records 
I  have  only  details  of  five.  No  one  of  these  tumors  was 
smaller  than  a  seven  months'  head.  In  three  of  them,  large 
and  incarcerated,  the  fibroids  so  far  filled  the  bony  walls  of 
the  pelvis  that  the  finger  could  be  passed  with  difficulty 
between  the  tmnor  and  the  symphysis.  In  every  one  of 
them  the  woman  was  either  delivered  normally  or  by  forceps. 
It  seems  to  me  to  be  forgotten  that  a  fibromyoma  of  the  non- 
pregnant uterus  becomes  during  pregnancy  a  soft  myoma,  a 
muscular  tumor,  and  if  left  alone  it  tends  to  alter  its  shape, 
to  reduce  itself,  and  to  rise  until  it  can  be  lifted  above  the 
pelvis  by  taxis.  On  the  other  hand,  no  man  who  is  familiar 
with  the  size  of  the  uterine  vessels  at  term  will  unnecessarily 
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rush  in  at  that  time  to  do  operations  on  intraligamentous 
fibroids,  such  as  these  incarcerated  fibroids  usually  are.  Only 
the  inexperienced  will  attempt  such  operations  when  they 
can  be  avoided.  I  speak  from  experience  on  both  sides,  and 
in  consideration  of  the  position  which  I  have  taken  and  take 
in  the  radical  svipport  of  Cesarean  section,  it  is  unlikely  I 
shall  be  accused  of  timidity  in  the  performance  of  Cesarean 
section;  but  I  wish  to  protest  against  operating  with  the  laiife 
on  fibroid  tumors  complicating  pregnancy  at  or  near  term. 

Dr.  J.  Duncan  Emmet. — ^I  was  very  much  pleased  with 
the  spirit  of  conservatism  shown  in  Dr.  Coe's  paper  in  the 
matter  of  operation,  and  particularly  his  drawing  attention 
of  the  profession  to  the  time  and  cause  for  operation.  There 
is  no  question  that  in  certain  cases  myomata  must  be  removed 
when  they  complicate  pregnancy;  while  in  other  instances 
these  tumors  do  not  interfere  with  the  course  of  pregnancy. 
I  am  glad  that  Dr.  Coe  emphasized  his  preference  for  myo- 
mectomy over  the  removal  of  the  uterus,  if  for  no  other  reason 
than  because  the  latter  procedure  is  such  a  serious  thing  in  its 
after-eft'ects.  Hysterectomy  practically  involves  destruction 
of  the  broad  ligaments,  which  are  part  of  that  pelvic  fascia 
which  gives  support  to  the  bloodvessels  and  other  organs  in 
the  pelvis,  and  produces,  as  a  rule,  such  serious  results  after- 
ward that  I  think  this  operation  for  any  cause  should  be 
avoided  except  in  those  cases  where  the  indications  necessitate 
its  performance  exclusively. 

Dr.  William  R.  Pryor. — As  I  have  been  accused  of  being 
extreme  in  some  instances,  I  must  say  that  I  am  a  little  more 
conservative  in  regard  to  the  treatment  of  fibroid  tumors 
complicating  pregnancy  than  some  of  the  gentlemen  who 
have  spoken.  If  the  tumor  or  tumors  are  situated  in  the 
anterior  uterine  wall,  even  when  large,  they  will  slide  up  over 
the  pubis  without  any  trouble.  In  cases  that  have  not  ad- 
vanced to  the  seventh  month,  where  the  tumors  seem  to 
constitute  an  actual  bar  to  delivery,  these  tumors,  on  account 
of  their  softening,  accommodate  themselves  to  the  situation. 
Retroperitoneal  tumors,  on  the  other  hand,  on  account  of 
their  situation,  demand  operative  intervention,  possibly 
Cesarean  section.  These  tumors  are  with  the  greatest  diffi- 
culty handled  through  the  abdomen.  I  have  in  two  instances, 
in  one  at  four  and  a  half  months,  in  the  other  at  five  and  a 
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half  months,  operated  through  the  vagina,  by  a  method  which 
I  will  describe  diagrammatically  on  the  blackboard. 

The  posterior  culdesac  should  be  entered  without  the 
usual  boring  with  the  finger,  thumb  forceps  and  scissors  alone 
being  used.  When  the  tumor  is  exposed  a  corkscrew  is  forced 
into  it  and  the  capsule  peeled  up  as  far  as  possible.  The  screw 
is  then  removed  and  the  tumor  seized  by  a  hook  and  pulled 
down,  another  hook  fastened  higher  up  and  the  tumor  further 
rotated.  As  this  progressive  rolling  downward  takes  place 
the  capsule  can  be  further  pushed  up,  and  after  a  time  the 
tumor  will  be  found  to  be  entirely  free  in  its  bed,  and  can  be 
removed  either  whole  or  piece  by  piece.  In  effecting  this  rota- 
tion of  the  growth  I  employ  either  Sims'  fibroid  hook  or  sharp 
retractors.  The  procedure  is  very  similar  to  that  employed 
by  the  older  surgeons  in  dealing  with  intrauterine  growths. 

I  desire  to  utter  a  word  of  caution  against  the  infliction  of 
trauma  on  the  cervix  by  the  traction  forceps,  believing  that 
such  trauma  is  apt  to  lead  to  miscarriage.  On  the  other  hand, 
it  is  astonishing  how  much  trauma  can  be  inflicted  posterior 
to  the  uterus  without  a  tendency  to  miscarriage;  whereas  the 
same  amount  of  trauma  inflicted  on  the  anterior  wall  or 
bilaterally  will  bring  about  miscarriage.  Trauma,  therefore, 
should  be  only  inflicted  on  the  tumor  itself. 

I  desire  to  sa}''  a  few  words  in  reference  to  the  value  of 
mammary  extract,  administered  to  these  women,  beginning 
it  early  and  carrying  it  through  lactation.  Under  the  influ- 
ence of  the  mammary  extract  I  have  seen  subperitoneal  and 
interstitial  fibroid  tumors  materially  decrease  in  size. 

I  wish  to  express  myself  as  being  heartily  in  accord  with 
the  conservatism  advised  in  these  cases,  for  I  have  seen 
women  with  intraligamentous  fibroids  delivered  without  any 
trouble  at  all. 

Dr.  Henry  D.  Fry. — I  only  wish  to  speak  of  one  point  in 
Dr.  Coe's  paper.  The  paper  was  conservative,  and  the  re- 
marks that  have  been  made  by  those  who  have  already  taken 
part  in  the  discussion  were  also  so  conservative  that  nothing 
is  left  to  be  said  in  approval  of  that  line  of  treatment.  The 
point  I  wish  particularly  to  speak  of  is  the  advisability  of 
emptying  the  uterus  in  these  cases.  Dr.  Coe  mentions  that 
in  the  first  semester  in  certain  cases  it  may  be  advisable  to 
empty  the  uterus.     I  think  that  the  cases  are  very  few  in 
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which  that  would  be  the  better  Hne  of  treatment.  The  treat- 
ment is  either  expectant  or  radical,  and  the  tumors  which 
would  indicate  emptjung  the  uterus  early  would  necessarily 
be  located  in  the  lower  segment  of  the  uterus.  We  have  had 
experience  with  these  tumors  becoming  softened,  and  being 
drawn  up  above  the  pelvic  brim  and  pregnancy  going  on  and 
finally  the  child  being  delivered  normally  at  the  end  of  labor. 
After  having  this  experience  so  often,  we  cannot  tell  in  any 
case  as  early  as  the  third  month  what  will  be  the  history  of 
that  case.  These  tumors  rise  so  often  in  the  pelvis  that  I 
think  we  ought  not  to  take  it  for  granted  that  any  tumor  in 
the  third  month  or  later  is  not  going  to  follow  that  course, 
so  for  that  reason  I  do  not  believe  we  are  justified  in  emptying 
the  uterus.  Again,  I  do  not  think  we  are  justified  in  doing  it, 
for  the  reason  that  there  are  particular  dangers  in  these  cases. 
Drainage  is  bad.  It  is  difficult  to  dilate  the  cervix  when  the 
fibroid  is  situated  in  the  lower  segment  of  the  uterus  around 
the  cervix.  If  we  do  not  succeed  in  getting  out  the  entire 
ovum  decomposition  will  take  place  in  the  parts  which  re- 
main, and  possibly  a  septic  condition  be  induced,  and  after 
that  it  is  impossible  to  treat  these  patients  by  the  ordinary 
method  of  treatment  of  retained  secundines  in  the  uterus. 
The  danger  of  emptying  the  uterus  during  the  first  semester 
is  great.  Again,  if  we  succeed  in  accomplishing  it  in  a  young 
married  woman,  then  we  will  probably  have  to  go  on  in- 
definitely emptying  the  uterus,  after  we  have  done  it  once, 
and  she  becomes  pregnant  a  second  time,  a  third  time,  etc. 
This  is  a  serious  objection  to  artificially  emptying  the  uterus 
in  these  cases.  I  should  say,  then,  that  the  treatment  is 
either  expectant  or  radical;  that  we  should  allow  the  cases 
to  go  on  as  long  as  we  can,  and  if  they  can  reach  the  period 
of  viability,  it  is  better.  But  should  the  suffering  become  so 
great  from  pressure  or  other  reasons,  then  the  treatment 
should  be  radical,  and  either  myomectomy  or  hysterectomy 
should  be  performed.  Personally,  I  favor  hysterectomy  in 
these  cases  in  preference  to  myomectomy. 

Dr.  Walter  P.  Manton. — I  wish  to  sa}^  that  fibroid  tumors 
complicating  pregnancy  are  exceedingly  rare  in  my  experience. 
Of  perhaps  five  or  six  thousand  cases  of  confinement,  both 
in  private  and  hospital  practice,  I  have  seen  five  or  six  cases 
in  which  the  tumors  complicated  pregnancy. 
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There  is  one  point  which  has  not  been  brought  out  either 
in  the  papers  or  in  the  discussion,  and  that  is,  in  the  majority 
of  cases  of  interstitial  and  submucous  fibroids  abortion  ahnost 
inevitably  takes  place  between  the  third  and  fifth  months. 
I  have  seen  several  cases  on  which  I  have  subsequently 
operated. 

Dr.  Reuben  Peterson. — Judging  from  my  own  experience, 
I  must  take  issue  with  one  or  two  statements  that  have  been 
made,  especially  one  by  Dr.  Reynolds,  that  in  the  presence  of 
interstitial  fibroid  tumors  myomectomy  is  entirely  contra- 
indicated.  Dr.  Reynolds  also  said  that  these  tumors  are 
always  softened  by  pregnancy.  A  case  that  occurred  in  my 
practice  shows  that  both  of  these  statements  are  not  exactly 
correct.  This  woman  I  operated  on  some  months  ago.  She 
was  about  five  months  advanced  in  pregnancy.  There  was 
a  tumor  about  twice  the  size  of  a  fist,  situated  low  down  in 
the  pelvis,  producing  severe  pressure  symptoms.  Although  I 
could  push  the  tumor  up  above  the  brim  of  the  pelvis,  it 
settled  back  again  very  readily,  and  it  was  cjuestionable 
whether  it  could  be  retained  above  the  brim  by  any  form  of 
support,  and  as  she  was  suffering  considerably,  I  operated. 
The  tumor  was  situated  in  the  lower  uterine  segment;  it  was 
not  a  subperitoneal  but  an  interstitial  fibroid.  I  did  myo- 
mectomy, enucleated  the  tumor,  and  after  I  had  removed  it 
from  its  bed,  apparently  the  membranes  were  underneath 
my  finger.  The  hemorrhage  was  arrested  readily,  and  the 
incision  closed  with  a  continuous  catgut  suture.  The  woman 
went  on  to  full  term,  and  was  delivered  safely.  The  tumor 
was  not  softened  during  pregnancy. 

I  am  rather  surprised  at  the  extreme  conservatism  that  has 
been  advocated.  While  I  believe  in  conservatism,  and  while 
most  of  us  have  seen  these  patients  go  on  to  full  term  and 
be  delivered  without  help,  still,  with  abdominal  surgery  ad- 
vanced as  it  is  at  the  present  time,  these  tumors  in  the  presence 
of  symptoms  can  be  safely  removed  without  interfering  with 
pregnancy.  It  would  seem  to  me  that  some  of  the  opinions 
that  have  been  expressed  are  entirely  too  conservative. 

Dr.  George  J.  Engelmann. — Women  with  fibroid  tumors 
complicating  pregnancy  should  be  carefully  watched;  they 
must  be  watched  because  these  tumors  grow  rapidly  during 
pregnancy,  even  to  great  size,  often  so  as  to  interfere  with 
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labor,  but  conservatism  must  rule;  no  hasty  surgical  inter- 
ference is  admissible,  because  the  soft,  mobile  mass  is  usually 
pushed  out  of  the  way,  allowing  the  expulsion  of  the  child, 
and  during  the  puerperium  they  are  very  liable  to  shrink 
to  their  former  size,  and  even  to  disappear  entirely.  Con- 
servatism is  essential  in  these  cases. 

I  was  surprised  to  hear  Dr.  Reynolds  make  the  remark  he 
did;  surprised  that  in  his  large  experience  he  should  not  have 
observed  what  I  have  repeatedly  seen  in  a  relatively  limited 
practice.  Two  cases  I  clearly  recall  in  which  softening,  with 
rapid  increase  in  size  of  the  tumor,  occurred  during  pregnancy, 
and  resulted  in  disappearance  after  confinement.  In  one  the 
tumor  was  large  and  grew  rapidly  in  the  course  of  pregnancy. 
At  first,  it  was  apparently  a  hard  fibroid,  but  as  pregnancy 
advanced  it  became  soft,  more  myomatous,  as  if  composed  of 
non-striated  muscular  fiber,  or  of  young  connective-tissue 
cells,  which  present  very  much  the  same  feel.  This  tumor, 
about  the  size  of  a  child's  head  during  the  ninth  month, 
seemed  to  involute  with  the  uterus,  and  disappeared  entirely 
in  the  course  of  four  or  five  months. 

In  another  case  the  tumor,  which  complicated  pregnancy, 
was  small,  and  in  the  fundus,  so  that  it  did  not  obstruct 
labor  in  any  way;  hence,  there  was  no  indication  for  operation 
before  delivery,  and  none  after,  save  for  the  surgeon  who 
deems  the  mere  presence  of  a  growth  an  excuse  for  its  removal, 
and  of  such  there  are  now  but  few.  Previous  experience  and 
the  rapid  development  concomitant  with  the  physiologic 
congestion  of  the  pelvic  organs  led  me  to  expect  a  continuance 
of  this  accord  between  uterus  and  tumor,  as  proved  to  be  the 
case;  not  alone  involution  followed,  but  the  process  terminated 
in  retrograde  metamorphosis  and  complete  disappearance. 
These  growths  which  disappeared  were  either  fibroids  or 
fibromyomata.  I  also  recall  a  case  in  which  an  interstitial 
tumor  became  submucous  during  pregnancy,  was  apparently 
enucleated  by  the  contractions  of  labor,  and  expelled  soon 
after  the  placenta.  This  was  many  years  ago,  and  I  must 
admit  that  I  have  never  seen  a  similar  condition  since, 
but  my  opportunities  have  not  been  the  same.  I  have  seen 
cases,  however,  in  which  there  was  softening  of  fibroids,  with 
disappearance  after  violent  hemorrhages.  In  one  such  in- 
stance the  growth  was  small. 
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I  mention  these  cases  to  urge  conservatism,  to  emphasize 
the  tendency  of  uterine  neoplasms — when  benign — to  retro- 
grade metamorphosis,  and  shrinkage,  even  to  complete  dis- 
appearance. I  detail  these  histories,  not  only  to  urge  caution 
with  the  knife,  but,  more  than  that,  to  point  out  the  pro- 
priety, the  duty,  of  active  therapeutic  measures,  which  can 
be  carried  out  without  in  any  way  endangering  the  patient. 
I  would  urge  iodin  and  electricity,  which  were  so  contemptu- 
ously discarded  when  the  brilliant  results  of  aseptic  surgery 
led  some  enthusiasts  to  claim  every  observable  uterine  growth, 
no  matter  how  small,  as  a  fit  object  for  the  knife,  and  to  these 
then  discarded  remedies  we  can  now  add  the  mammary  extract. 
The  benign  tumor  in  this  region  has  a  kindly  tendency  to 
retrograde  metamorphosis  in  sympathy  with  the  pelvic  proc- 
esses, and  when  this  is  favored  or  provoked  to  activit}^  by 
these  simple  therapeutic  measures,  we  may  look  for  shrinkage, 
if  not  disappearance,  of  the  mass.  I  recall  these  cases  to 
point  out  the  uselessness  and  the  impropriety  of  a  hasty  resort 
to  the  knife,  and  to  show  that  operation  must  be  resorted  to 
only  when  an  urgent  reason  for  interference  exists,  only  on 
positive,  clearly  defined  indications,  and  not  because  of  the 
mere  presence  of  a  tumor. 

With  Dr.  Pryor,  I  believe  that  the  use  of  the  mammary 
extract  in  these  cases  may  not  only  materially  diminish  the 
size  of  the  tumor,  but  may  perhaps  cause  its  disappearance. 
Undoubtedly,  this  softening  of  a  neoplasm  which  occurs 
frequently  in  the  course  of  pregnancy  is  likely  to  lead  to  a 
retrograde  metamorphosis,  and  finally  to  disappearance  of 
the  tumor.  Therefore,  we  should  be  encouraged  to  use 
electricity,  iodin,  or  the  mammary  extract,  as  favoring  the 
processes  to  which  nature  tends  during  pregnancy  and  the 
puerperium.  Give  therapeutic  measures  another  trial,  not 
only  to  be  conservative,  but  to  place  the  patient  under  the 
most  favorable  condition  to  profit  from  the  processes  already 
in  progress  in  the  pelvic  viscera,  and  which  she  is  so  ready  to 
inaugurate  in  the  offending  neoplasm. 

Dr.  Charles  M.  Green. — In  regard  to  the  frequency  of 
fibroid  tumors  complicating  pregnancy,  I  believe  the  com- 
plication exists  more  frequently  than  is  generally  supposed,  the 
tumors  not  always  being  discovered,  however,  because  they  do 
not  by  any  means  always  cause  dystocia,  and  they  generally 
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involute  with  the  uterus.  I  have  seen  two  such  cases  within 
a  month,  both  hospital  cases.  In  one  there  were  seven 
fibroids  on  the  anterior  surface  of  the  uterus,  the  largest  the 
size  of  a  hen's  egg.  These  tumors  involuted  so  that  they 
could  scarcely  be  felt.  In  the  other  case  there  was,  besides 
several  smaller  growths,  one  quite  large,  pedunculated,  sub- 
serous fibroid,  which,  however,  did  not  interfere  with  normal 
delivery.  During  the  early  days  of  the  puerperium  there  was 
considerable  pain,  tenderness,  and  some  fever,  and  the  case 
was  carefully  watched  in  the  fear  that  torsion  of  the  pedicle 
with  consequent  degenerative  changes  might  necessitate  re- 
moval of  the  growth ;  but  the  tumor  involuted  and  symptoms 
disappeared.  The  patient  was  advised  to  have  the  tumor 
removed  before  the  advent  of  another  pregnancy. 

In  regard  to  the  necessity  of  removing  fibroids  from  the 
pregnant  uterus,  and  in  reply  to  one  or  two  remarks  that  have 
been  made  in  reference  to  what  Dr.  Reynolds  has  said,  I 
would  like  to  refer  to  one  case  I  have  observed,  a  case  which 
Dr.  Reynolds  also  saw.  A  primipara  was  found  early  in  labor 
to  have  a  fibroid  that  entirely  filled  the  pelvis;  but  gradually 
the  tumor  softened  and  drew  up  out  of  the  pelvis,  and  the 
baby,  presenting  the  breech,  was  safely  delivered  by  manual 
extraction.  In  this  case  the  tumor  involuted  with  the  uterus 
and  M^as  scarcely  to  be  felt  at  the  close  of  the  puerperium. 
I  had  the  opportunity  of  observing  this  case  during  a  subse- 
quent pregnancy;  the  fibroid  did  not  enlarge  at  all,  and  the 
woman  delivered  herself  without  any  complication  whatever. 

From  my  own  observation  and  experience  in  a  number  of 
cases  I  am  led  to  take  a  very  conservative  position  in  regard 
to  the  wisdom  or  necessity  of  performing  myomectomy  during 
pregnancy. 

Dr.  James  Clifton  Edgar. — I  wish  to  subscribe  to  what 
has  been  said,  that  these  tumors  take  care  of  themselves  in  a 
large  proportion  of  cases.  Recently,  in  looking  over  statistics 
of  the  last  fifteen  years,  in  the  services  of  four  maternity 
hospitals  in  New  York,  I  could  find  only  half  a  dozen  cases 
of  fibromyomata  or  myomata  that  actually  caused  dystocia, 
and  in  a  large  number  of  cases  the  tumors  caused  absolutely 
no  obstruction  that  could  not  be  overcome  by  a  difficult 
version,  a  difficult  forceps  operation,  or  by  nature  with  pro- 
longed labor.     It  seems  to  me,  from  the  statements  that  have 
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been  made  here,  that  a  large  proportion  of  these  cases  do  take 
care  of  themselves. 

I  shall  never  forget  the  remark  of  the  late  Dr.  Lusk,  which 
was  made  some  fifteen  years  ago,  when  we  had  to  deal  with 
a  case  in  the  service  of  the  Emergency  Hospital.  It  was  a 
case  of  absolute  dystocia,  and  something  radical  had  to  be 
done.  The  case  had  been  watched  by  a  midwife  and  the 
woman  was  brought  to  the  hospital  in  an  ambulance,  and 
the  question  came  up  as  to  what  was  the  proper  procedure. 
Hysterectomy  at  that  time  with  total  extirpation  of  the  uterus 
did  not  have  the  position  it  has  to-day,  and  so  the  choice  was 
between  Cesarean  section  and  extirpation  of  the  uterus.  Lusk 
made  the  statement  that  he  never  knew  of  a  case  of  absolute 
dystocia  that  recovered  after  Cesarean  section,  where  the 
tumor  was  left  in  the  pelvis,  and  it  proved  true  in  the  case 
in  question,  and  in  two  other  cases  where  Cesarean  section 
was  done.  Those  three  patients  died  presumably  of  sepsis. 
I  can  recall  two,  and  possibly  three,  cases  where  hysterectomy 
was  performed.  One  was  operated  upon  at  the  Bellevue 
Hospital  and  complete  recovery  followed.  Here  is  a  large 
series  of  cases  on  record,  some  sixteen  or  seventeen  thousand 
cases  of  confinement,  yet  in  not  more  than  six  of  them  was 
there  a  real  dystocia  that  was  produced  by  fibroid  tumors. 

Dr.  Arthur  W.  Johnstone. — In  cases  of  fibroid  tumors 
complicating  pregnancy,  it  is  seldom  we  have  to  do  more  than 
to  watch  the  case  and  guide  it  to  a  successful  termination. 
Time  and  again  I  have  seen  cases  in  v/hich  pedunculated 
fibroids  that  had  been  hanging  down  have  ascended  with 
the  uterus,  and  the  women  have  gone  on  to  full  term  and 
been  delivered  without  much,  if  any,  trouble. 

I  wish  to  add  my  experience  to  what  has  been  said  with 
reference  to  the  shrinking  of  these  fibroids  after  labor.  I 
recall  a  case  in  which  there  was  a  fibroid  tumor  as  large  as 
a  baby's  head  at  the  time  of  labor,  situated  on  the  fundus  of 
the  uterus,  yet  six  months  afterward  it  was  not  larger  than 
a  turkey  egg,  and  subsequent  pregnancy  showed  that  these 
tumors  gave  no  further  trouble.  In  one  case  I  recall  to  mind 
the  woman  was  four  months  advanced  in  pregnancy.  There 
was  a  mass  of  fibroids  around  the  pregnancy  sac,  which  ex- 
tended almost  up  to  the  ensiform  cartilage.  I  was  asked  to 
see  the  case  by  another  operator.     I  could  very  well  see  that 
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there  was  no  chance  for  the  uterine  canal  to  dilate  any  more, 
and  that  there  was  nothing  to  do  but  to  remove  the  fetus 
and  sac,  but  the  probabilities  were  that  if  we  could  remove 
a  large  amount  of  the  thick  fibroid  tissue  the  woman  might 
go  on  to  full  term.  I  operated  in  the  fourth  month,  and  the 
uterus  was  as  large  then  as  it  usually  is  at  eight  months,  on 
account  of  so  much  fibroid  tissue  being  around  it.  The  reason 
I  mention  this  case  is  because  of  the  great  tension  on  the 
uterine  arteries.  It  has  been  said  that  the  uterine  arteries  do 
not  enlarge  during  pregnancy,  but  in  this  case  they  were  con- 
siderably dilated. 

In  another  case  the  fibroid  tumor  was  situated  on  the 
posterior  wall  of  the  uterus.  I  operated  on  this  patient  my- 
self. The  fibroid,  instead  of  following  the  axis  of  the  uterus, 
was  right  around  under  it.  I  could  feel  the  neck  of  the  uterus 
clear  above  the  symphysis.  The  fibroid  tumor  itself  was 
larger  than  a  fourth  month  pregnancy.  I  could  not  move  the 
tumor.  This  was  away  back  in  1895  or  1896.  I  said  to 
myself,  Here  is  a  case  in  which  I  can  probably  do  a  Cesarean 
section.  The  pregnant  sac  was  in  front  of  the  fibroid  mass, 
and  although  it  was  only  the  fourth  month,  it  was  seemingly 
above  the  umbilicus.  I  thought  I  would  watch  the  case  and 
see  what  would  happen.  I  kept  the  woman  under  careful 
observation  for  a  month.  During  that  time  the  agonizing 
pain,  suffering,  and  mental  worry  the  patient  went  through 
were  terrific.  She  was  a  young  married  woman;  this  was  her 
first  pregnancy,  with  a  history  of  a  preceding  peritonitis.  At 
the  end  of  the  fifth  month,  against  my  wishes,  I  was  forced 
to  go  into  the  abdomen.  When  the  pregnant  sac  was  rolled 
out,  I  found  from  the  promontory  of  the  sacrum  clear  down 
to  the  back  of  the  vagina,  where  the  fibroid  was  attached  to 
the  peritoneum,  it  was  glued  tightly,  so  that  it  had  to  be 
enucleated.  I  did  not  open  the  pregnant  sac,  but  did  a 
panhysterectomy,  removed  the  pregnant  sac,  and  the  patient 
recovered.  I  have  never  had  any  reason  to  regret  doing  this 
operation.  I  felt  sure  that  if  I  had  waited  any  longer'  in  an 
effort  to  save  the  baby,  I  would  have  sacrificed  both  mother 
and  child. 

As  to  the  pathologic  condition  in  the  first  case  described, 
when  the  uterus  was  carefully  dissected,  it  was  found  to 
contain  seventeen  fibroids.     Its  longest  diameter  was  lateral. 
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Dk.  Harrison  (closing). — I  was  very  glad  to  hear  that 
the  general  consensus  of  opinion  of  this  Society  is  in  favor 
of  the  conservative  treatment  of  the  class  of  cases  under 
discussion,  and  the  reasons  for  it  are  the  arguments  which 
were  brought  forth  by  Dr.  Engelmann  and  others.  These 
arguments  are  of  paramount  importance.  We  should  re- 
member that  during  the  puerperal  state  a  retrograde  meta- 
morphosis takes  place  in  these  tumors.  I  have  observed  it 
to  my  entire  satisfaction. 


COMBINED  BISECTION  OF  TUMOR  AND  UTERUS, 

WITH  PARTIAL  ENUCLEATION  OF  BISECTED 

TUMOR  IN  ABDOMINAL  HYSTERECTOMY 

FOR  LARGE  FIBROID  TUMORS  IN 

THE  BODY  OF  THE  UTERUS. 


By  George  H.  Noble,  M.D., 
Atlanta,  Ga. 


Large  fibroid  tumors  filling  the  pelvic  cavity  and  ex- 
tending laterally  above  the  pelvis  to  the  walls  of  the  abdo- 
men are  not  infrequent.  Their  removal  by  hysterectomy 
when  the  broad  ligament  is  first  ligated  from  above  down- 
ward is  a  procedure  often  beset  by  many  mechanical 
difficulties.  The  practical  inaccessibility  of  these  liga- 
ments, under  the  conditions  mentioned,  and  extreme 
tension  upon  which  the  tumor  puts  them  often  subject 
the  patient  to  such  a  prolonged  operation  and  so  tax  the 
surgeon's  ingenuity  that  any  plan  promising  more  working 
space  should  meet  with  careful  consideration.  I  take 
pleasure,  therefore,  in  reporting  a  procedure  which  greatly 
expedites  the  removal  of  such  fibroids  and  gives  the  oper- 
ator at  all  times  excellent  control  over  the  blood  supply  of 
the  parts. 

The  operation  has  as  its  underlying  principle  the  bisection 
of  tumor  and  uterus,  together  with  subsequent  partial 
enucleation  of  each  half  of  the  tumor  separately. 

In  abdominal  operations  of  this  kind  I  have  been  accus- 
tomed to  use,  instead  of  sponges  or  other  more  or  less 
inefficient  devices,  a  special  retainer  to  keep  the  intestines 
and  omentum  well  up  out  of  the  way  of  the  surgeon.  So 
satisfactory  has  it  been  that  I  shall  ask  your  indulgence 
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to  describe  it  briefly.  It  is  made  of  several  layers  of  gauze 
stitched  snugly  over  hard  rolls  of  absorbent  cotton  so  as 
to  make  a  pad  some  fifteen  inches  long,  two  to  four  inches 
wide,  and  three-fourths  of  an  inch  thick.  A  thin  layer  of 
absorbent  cotton  is  rolled  tightly  into  small  rolls  about 
three-fourths  to  one  inch  in  diameter,  and  then  strong  thread 
or  tape  is  wound  round  them  firmly  to  increase  the  density 
and  stiffness.  These  are  cut  into  lengths  of  five  inches  and 
placed  in  three  rows  of  three  rolls  each,  and  covered  on  each 
side  with  three  or  four  layers  of  gauze.  The  gauze  is 
stitched  around  the  edges  first,  and  then  between  the  rolls 
of  cotton  and  lastly  across  the  pad  in  two  places  between 
the  ends  of  the  cotton  rolls.  This  last  makes  a  hinge 
arrangement  which  permits  bending  or  shaping  the  retainer 
in  the  form  of  a  semicircular  dam  above  the  pelvis,  which 
holds  the  intestines  and  omentum  out  of  the  field  in  a  most 
satisfactory  way.  It  has  the  additional  advantage  of  not 
being  easily  lost  in  the  abdomen. 

When  the  abdomen  has  been  opened  and  the  tumor 
delivered  through  the  incision,  the  retainer  is  introduced 
so  as  to  clear  the  pelvic  field  for  the  manipulations  to 
follow.  The  broad  ligaments  and  cornua  of  the  uterus 
are  caught  with  morcellation  forceps,  as  described  by 
Kelly  in  bisection  of  the  uterus.  The  ovarian  arteries  are 
thus  compressed,  and  traction  on  the  tumor  upward  checks 
the  flow  through  the  uterine  arteries.  The  large  veins  on 
the  surface  of  the  fibroid  and  uterus  (usually  anterior), 
except  those  obstructed  by  the  forceps,  at  once  become 
empty. 

The  tumor  is  rapidly  bisected  in  the  median  line.  If  it 
rises  sufficiently  high  a  large  hip-joint  amputation  knife  is 
thrust  through  the  cervix  or  corpus  uteri,  and  the  tumor 
cut  open  from  below  upward,  the  bladder  having  been 
previously,  pushed  off.  If  traction  on  the  tumor  does  not 
raise  it  high  enough  to  allow  the  knife  to  pass  through  on 
the  plane  of  the  brim  of  the  pelvis  or  a  little  below  it 
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posteriorly  its  point  will  be  difficult  to  catch  and  guard  by 
the  hand  placed  behind  the  tumor.  In  such  circumstances 
the  section  is  best  done  from  above  downward.  For  this 
purpose  a  large  scalpel  is  used.  Rapid  strokes  of  the  knife 
quickly  divide  the  tumor  into  two  equal  parts,  the  incision 
continuing  downward  in  the  median  line  of  the  uterus  to 
the  cervix.  The  bleeding  is  insignificant,  amounting  in 
fact  to  very  little  more  than  the  discharge  of  residual  blood. 

Now,  with  the  tumor  cut  into  two  halves,  the  operator 
and  assistant  working  at  the  same  time  on  opposite  sides, 
partially  enucleate  from  below  upward  each  section  of  the 
tumor  from  its  capsule  or  bed  in  the  uterus.  The  halves 
are  rotated,  in  the  process  of  enucleation,  on  their  outer 
(upper)  cut  margins,  the  inner  (lower)  margin  describ- 
ing a  semicircle  in  transit.  At  this  stage  of  the  operation 
the  two  halves  of  the  tumor  are  lying  on  opposite  sides  of 
the  patient's  body,  the  flat  cut  surface  looking  downward 
and  the  convex  enucleated  surface  looking  upward.  Both 
sections  are  connected  by  long  pedicles  to  the  uterine 
stump.  It  being  understood  that  the  original  incision 
which  bisected  the  uterus  has  been  carried  as  far  down  as 
the  cervical  region,  lateral  cuts,  after  Kelly's  method,  sever 
the  uterus  proper  from  the  stump  and  expose  the  uterine 
arteries,  which  should  be  tied.  The  remaining  portion  of 
the  pedicle  now  consists  of  parts  of  the  broad  ligaments 
only,  and,  having  been  compressed  with  the  angiotribe,  are 
tied  with  catgut,  and  the  mass  on  either  side  cut  away. 

The  edges  of  the  cervical  stump  are  then  stitched  together 
and  the  adjacent  raw  surfaces  are  covered  by  stitching 
over  them  the  peritoneum  of  the  bladder  and  Douglas' 
pouch. 

If,  however,  in  the  place  of  supravaginal,  pan  hyster- 
ectomy is  to  be  performed  the  bisecting  incision  is  con- 
tinued in  the  median  line  through  the  cervix  into  the 
vagina,  completely  severing  the  uterus  and  tumor  into 
two  distinct  parts.     After  the  incision  made  by  the  knife 
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reaches  the  cervix  it  is  best  continued  with  a  pair  of  sharp- 
pointed  scissors.  Immediately  following  the  partial  enu- 
cleation above  described,  one  blade  of  the  scissors  is  passed 
through  the  cervical  canal  and  the  point  of  the  other  blade 
pierces  the  vaginal  wall  behind  the  cervix;  the  posterior 
wall  of  the  cervix  is  then  split  open,  the  incision  extending 
a  short  distance  down  the  vagina.  The  anterior  wall  of 
the  cervix  is  opened  in  the  same  way  with  the  finger  in  the 
vagina  as  a  guide;  one  prong  of  the  scissors  pierces  the 
vagina  between  the  cervix  and  bladder,  the  other  enters 
the  vagina  through  the  incision  last  made. 

Excision  is  completed  by  grasping  the  vaginal  portion  of 
the  cervix  on  one  side  with  a  small  pair  of  morcellation 
forceps,  making  firm  traction  and  cutting  from  below 
upward,  first  severing  the  cervix  from  the  vagina,  then 
cutting  close  to  the  uterus,  avoiding  the  ureters  and  uterine 
arteries.  When  about  half  of  the  broad  ligament  has  been 
severed  (the  lower  segment)  one  side  of  the  bisected  uterus 
may  be  turned  out  of  the  abdomen.  Similar  treatment  of 
the  opposite  side  clears  away  all  obstructions  to  manipula- 
tions in  the  abdomen  and  pelvis,  greatly  facilitating  ligation 
of  the  uterine  arteries  held  in  the  grasp  of  compression 
forceps.  If  the  pedicles  are  thick  they  should  be  clamped 
external  to  the  ovaries  with  the  angiotribe  and  subsequently 
ligated  in  the  track  of  the  instrument.  It  will  be  observed 
that  each  half  of  the  uterus  is  removed  very  much  after 
the  manner  in  which  Doyen  removes  that  organ  in  one 
piece.  Bleeding  from  the  vaginal  wall  may  demand  a  few 
ligatures  or  stitches.  When  this  has  been  looked  after,  the 
peritoneum  is  stitched  over  the  raw  surfaces  in  the  bottom 
of  the  pelvis  and  the  remainder  of  the  operation  finished 
in  the  usual  manner. 

The  advantages  of  combined  bisection  of  the  tumor  and 
uterus  with  partial  enucleation  are:  saving  in  time,  de- 
creased loss  of  blood,  increased  working  space,  easy  ma- 
nipulation, and  safety  against  injury  to  the  ureters  and 
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uterine  arteries.  The  advantage  of  time  saving  is  apparent 
to  all,  since  prolonged  operations  contribute  largely  to 
shock.  The  hemorrhage  consists  of  only  a  small  amount  of 
residual  blood  that  remains  in  the  veins  and  sinuses.  It 
drops  down  in  the  bottom  of  the  pelvis  and  can  be  removed 
by  a  few  strokes  of  the  sponge.  No  blood  escapes  during 
the  process  of  enucleation,  as  the  parts  separated  are  either 
within  the  capsule  of  the  tumor  or  within  the  external  layer 
of  muscular  fibres  of  the  body  of  the  uterus.  Oozing  of 
blood  is  confined  almost  entirely  to  this  layer  of  muscle 
and  can  be  controlled  absolutely  by  traction  on  the  forceps. 
As  enucleation  of  the  bisected  tumor  rapidly  removes  the 
bulky  mass  from  the  abdominal  cavity,  increasing  the  work- 
ing space  and  rendering  subsequent  manipulation  easy,  it 
is  an  advantage  that  anyone  who  sees  it  must  necessarily 
appreciate,  for  an  unobstructed  field  of  operation  requires 
less  skill  and  manipulation. 

The  feature  of  great  importance  is  the  fact  that  the 
ureters  are  not  liable  to  injury  even  though  they  may  be 
very  much  displaced  by  growing  tumors.  In  the  operation 
above  described  the  manipulations  are  confined  to  the  space 
between  these  two  ducts.  The  incision  is  made  in  the 
median  line ;  enucleation  is  done  from  the  same  point,  and 
when  the  ureter  passes  over  the  upper  part  of  the  tumor 
and  enucleation  is  done  as  above  described,  the  tumor  is 
rolled  out  from  beneath  it,  permitting  the  ureter  to  drop  to 
its  normal  position.  In  the  old  operation  of  ligating  the 
broad  ligament  from  the  pelvic  brim  to  the  floor  of  the 
pelvis  there  is  great  danger  of  either  tying  the  displaced 
ureters  or  severing  it  when  cutting  across  the  pedicle. 

ENUCLEATION  OF  INTRALIGAMENTOUS  AND  POSTPERITONEAL 
FIBROID  TUMORS  IN  THE  DEEP  PELVIS. 

Since  the  title  of  my  paper  has  appeared  on  the  pro- 
gram of  this  meeting  I  have  received  from  Dr.  Pryor  a 
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Fig.  3. 


Halves  of  tumor  enucleated  and  rolled  out. 
Fig.  4. 


Uterine  arteries  clamped,  angiotribe  on  right  broad  ligament. 


Fig.  5. 


Procedure  for  complete  hysterectomy. 
Fig.  6. 


First  step.    Incision  of  fundus  and  lateral  wall  of  uterus  to  allow  enucleation  of  interstitial 
or  broad  ligament  tumors. 
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Secon<i  steii.    Fundus  incised.    Fiii2:ers  enucleatino;  tumor. 
Ffo.  .s. 


Third  stei>.    Tumor  froed  and  turucd  out  of  iil)d()iiK'u. 
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reprint  of  a  paper  in  which  he  anticipated  me  in  the  treat- 
ment of  intraUgamentous  tumors  of  postperitoneal  fibroids 
in  the  deep  pelvis.  As  the  principle  is  the  same  and  we 
differ  only  in  technic,  and  as  the  doctor's  description  is  so 
clear,  I  will  call  attention  to  the  method  only,  with  a  view 
of  indorsing  and  illustrating  the  operation  as  I  have  been 
performing  it,  viz. :  Intraligamentous  tumors  are  partially 
enucleated  by  penetrating  their  capsules  from  the  cavity 
of  the  uterus  after  bisecting  the  organ.  They  should  be 
turned  out  with  the  fingers  and  morcellation  forceps,  then 
drawn  up  and  rotated  outward  as  above  described.  The 
portion  of  the  tumor  attached  to  its  capsule  everts  the  latter 
as  it  is  drawn  out  of  the  abdominal  incision,  and  often  to 
such  a  surprising  extent  that  it  may  be  included  in  the 
ligature  placed  around  the  upper  border  of  the  broad 
ligament.  In  this  way  the  capsule  in  some  cases  may  be 
entirely  removed  and  in  others  parts  only  are  cut  away, 
and,  if  included  within  the  ligature  of  the  pedicle,  avoids 
the  necessity  of  suturing  the  edges  of  the  capsule. 

This  necessarily  confines  manipulation  within  the  capsule 
of  the  tumor,  preventing  injury  of  the  ureters,  bloodvessels, 
and  oozing  from  small  vessels  which  occasionally  occurs 
when  the  tumor  with  its  capsule  is  removed  from  the  loose 
connective  tissue  of  the  broad  ligament.  The  latter  is 
most  apt  to  take  place  when  the  uterine  arteries  are  encoun- 
tered at  unexpected  points,  on  account  of  their  unknown 
relations  to  the  tumor. 
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Dr.  William  R.  Pryor. — I  wish  to  refer  to  some  work 
which  I  presented  in  a  paper  published  in  1900.  In  it  I 
emphasized  the  importance  of  studying  the  manner  in  which 
these  tumors  have  distorted  the  anatomy  of  the  parts  and 
of  finding  the  direction  in  which  they  grow  or  evolve,  and 
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pointed  out  that  the  two  great  bars  to  the  removal  of  retro- 
peritoneal growths  lying  between  the  bladder  and  uterus  were 
that  they  produced  fixity  of  the  uterus  and  asymmetry  of  the 
regional  anatomy.  That  we  can  establish  mobility  of  these 
tumors  has  been  known  for  a  great  many  years  by  those  who 
do  vaginal  hysterectomy,  this  having  been  brought  to  our 
attention  some  years  ago  in  cases  in  which  the  uterus  was 
spht.  We  can  enucleate  these  fibroid  tumors  by  penetrating 
their  cajisules  through  the  cavity  of  the  uterus,  after  bisecting 
the  organ,  removing  them  in  very  much  the  same  manner 
that  one  would  take  an  orange  out  of  its  peel,  and  then  we 
have  to  deal  with  the  collapsed  uterus.  I  would  not  advise 
partial  hysterectomy  in  these  cases,  because  we  leave  dead 
spaces  in  the  broad  ligament  and  large  blood  clots  form. 

Dr.  Noble's  paper  is  a  careful  resume  of  what  I  published 
in  1900,  and  of  hemisection  of  the  uterus. 

Those  gentlemen  who  are  going  over  the  subject  of  fibroids 
will  get  a  great  many  valuable  suggestions  as  to  the  morcel- 
lation  of  fibroids,  both  in  partial  and  total  hysterectomy,  by 
reading  a  little  book  published  in  1873,  written  by  Pean's 
assistant. 

Dr.  E.  W.  Gushing. — I  should  like  to  ask  the  reader  of  the 
paper  as  to  the  risk  in  opening  the  cavity  of  the  uterus  in 
enucleating  these  fibroid  tumors  ?  In  dealing  with  many  cases 
of  large  fibroids,  it  is  not  easy  to  avoid  infection  from  the 
cavity  of  this  organ,  if  it  be  thus  laid  open. 

I  would  ask  him  also  if  he  washes  out  the  cavity  of  the  uterus 
and  curettes  before  the  operation?  There  is  no  surety  that 
the  uterine  cavity  is  perfectly  innocuous. 

In  regard  to  what  Dr.  Pryor  has  said  about  the  little  work 
of  Pean's  assistant,  I  would  mention  the  fact  that  in  A. 
Martin's  book,  which  I  translated  in  1887,  this  method  of 
bisecting  fibroids  is  described.  Anyone  who  has  seen  Martin 
operate  knows  that,  whenever  it  seems  more  convenient  to 
remove  these  tumors  by  that  method,  there  is  no  difficulty 
in  shelling  out  the  tumor  by  pulling  out  each  half  after 
splitting  it. 

Dr.  J.  Wesley  Bovee. — I  would  suggest  two  classes  of 
cases  in  which  these  operations  do  not  free  us  from  danger  of 
injury  of  the  ureter  in  operating.  The  first,  of  which  a  large 
number  of  cases  are  reported,  is  of  fibroid  tumors  of  the  uterus 


DISCUSSION.  65 

through  the  tissue  of  which  passes  the  ureter  some  distance 
from  the  cervix,  not  running  around  it,  as  we  are  generally 
taught,  and  as  we  formerly  used  to  think.  In  that  class  of 
tumors  there  is  no  way  I  know  of  to  free  us  from  the  danger 
of  injuring  the  ureter  except  tracing  the  ureter  to  the  tumor; 
in  that  way  we  know  where  it  is  located,  and  can  prevent 
its  injury. 

There  is  a  second  class  of  tumors,  the  migratory  fibroid  in 
the  broad  ligament — that  is,  the  detached  fibroid,  in  which 
splitting  of  the  uterus  does  not  materially  assist  in  the  oper- 
ation. Then,  too,  when  we  have  fibroids  located  markedly  on 
one  side,  crowding  the  body  of  the  uterus  to  the  other,  we 
have  a  marked  asymmetry,  as  Dr.  Pryor  has  pointed  out,  yet 
I  can  hardly  conceive  how  splitting  of  the  uterus  would  be 
of  any  great  assistance  in  removing  such  tumors.  By  first 
locating  the  upper  vessels  and  the  ureter,  working  down  in 
that  way  from  the  top,  loosening  and  splitting  the  broad 
ligament,  enucleating  or  splitting  the  tumor  and  exposing  it 
after  the  capsule  is  well  incised,  I  believe  we  have  a  better 
way  than  splitting  the  uterus.  This  is  beautiful  work.  I 
have  done  the  same  kind  of  work  without  feeling  I  was  doing 
anything  new  or  original,  and  I  know  that  it  does  succeed 
nicely.  I  have  been  forced  to  do  it  in  two  cases,  and  I  am 
very  much  pleased  that  Dr.  Noble  has  brought  it  out  in  such 
a  complete  manner. 

Dr.  I.  S.  Stone. — A  few  years  ago  Dr.  Kelly  spoke  of  this 
method  which  has  just  been  described.  I  tried  the  method 
very  much  as  represented  by  Dr.  Noble  to-day  in  a  case 
where  the  tumor  was,  as  I  thought,  one  suitable  for  this 
method.  In  that  case,  however,  it  was  impossible  to  get  the 
tumor  out.  I  began  by  dividing  it  from  above,  and  the 
experience  I  had  with  that  operation  caused  me  to  think  a 
good  while  before  I  attempted  the  next  case. 

I  rise  more  especially  to  commend  this  method,  and  to  call 
attention  to  the  fact  that  Dr.  Hall,  of  Cincinnati,  has  practised 
a  similar  method  in  removing  cysts  of  the  broad  ligament, 
with  which  you  are  undoubtedly  familiar;  but  his  method  is 
essentially  more  than  this,  in  that  he  goes  below,  dissects  out 
the  tumor,  freeing  the  ureter  before  the  enucleation  is  com- 
pleted. Maybe  I  am  old-fashioned,  but  I  want  to  clamp  a 
vessel  on  every  occasion  when  possible,  before  making  the 
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division,  especially  in  hysterectomy.  Both  the  ovarian  and 
uterine  vessels  in  the  great  majority  of  cases  can  be  located, 
if  they  are  displaced,  by  the  sense  of  touch.  It  is  only  in 
cases  of  displaced  vessels  that  we  are  liable  to  have  trouble, 
particularly  those  of  us  not  specially  experienced  in  hyster- 
ectomies. After  doing  sixty  cases,  I  found  a  case  such  as 
Dr.  Noble  spoke  of,  where  the  division  of  the  uterine  artery 
ran  around  posterior  to  the  broad  ligament.  Did  you  speak 
of  that? 

Dr.  Noble. — Yes. 

Dr.  Stone. — We  do  not  expect  to  find  an  abnormal  division 
of  the  artery  in  any  case,  but  we  ought  to  be  ready  to  deal 
with  it  when  we  find  it.  Unless  a  division  of  the  tumor  will 
enable  me  to  locate  the  vessels  that  are  abnormally  located, 
I  would  not  bisect  it.  In  one  case  there  was  a  deviation 
posteriorly  on  one  side,  and  the  hemorrhage  was  something 
frightful,  and  I  almost  lost  the  patient,  having  to  resort  to 
transfusion.  If  the  tumor  had  not  been  divided,  it  would 
have  made  no  difference.  If  Dr.  Noble  can  show  us  how 
better  to  locate  these  arteries  than  we  did  before,  I  would  like 
to  hear  him.  I  do  not  know  how  the  method  differs  materially 
from  that  described  by  Dr.  Kelly. 

Dr.  Noble  (closing). — In  reply  to  the  question  asked  by 
Dr.  Gushing  concerning  the  risk  of  opening  the  cavity  of  the 
uterus,  I  will  state  that  I  formerly  thought  there  was  great 
danger  attending  it,  but  since  I  have  opened  the  cavity  of  the 
uterus  a  number  of  times,  and  as  it  is  usually  sterile,  I  have 
no  fear  whatever  of  infection  from  this  source.  Malignant 
cases  and  pus  cavities  are  not  desirable;  however,  it  is  an  easy 
matter  to  re-dip  the  hands  in  antiseptic  solution,  and  when 
this  is  done  there  is  little  danger  of  contaminating  the  field 
of  the  operation. 

Dr.  Stone  asked  in  what  kind  of  tumors  or  cases  we  find 
marked  displacement  of  the  uterine  artery.  In  my  experience 
it  is  associated  only  with  intraligamentous  tumor  possessing 
muscular  capsules.  Tumors  that  slip  completely  through 
external  muscular  layers  of  the  uterus  possessing  fibrous  cap- 
sules only,  pass  by  the  uterine  artery  and  cause  but  little  or 
no  displacement  of  the  vessel.  Tumors  with  muscular  cap- 
sules develop  within  the  external  muscular  layer  of  the  uterus, 
and  displace  it  outward  as  the  tumors  grow,  and  as  the  uterine 
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artery  is  connected  by  small  ramifications  to  this  layer  of 
muscular  tissue  the  artery  necessarily  becomes  displaced  and 
is  carried  before  the  tumor  by  reason  of  such  attachments. 

So  far  as  the  principle  of  this  operation  is  concerned,  I  will 
state  that  in  the  past  the  uterus  has  been  bisected  for  various 
piu'poses.  Tumors  have  been  enucleated  and  less  commonly 
bisected  for  the  purpose  of  reducing  bulk  and  making  pedicles. 
Dr.  McDonald,  of  Albany,  in  a  meeting  of  the  Southern 
Surgical  and  Gynecological  Association  called  attention  to  his 
practice  of  enucleating  tumors  to  make  pedicles  by  bisecting 
and  turning  them  out  of  the  field  of  the  operation  and  com- 
pleting the  hysterectomy  in  the  usual  way.  Many  of  us  have 
done  this.  I  remember  reading  somewhere  a  statement  Dr. 
Kelly  made  to  the  effect  that  he  had  to  bisect  a  tumor  to  get 
it  out  of  the  way,  but  nowhere  that  I  know  of  have  these 
three  principles  been  combined  and  systematized  so  as  to 
make  an  operation  as  here  described,  possessing  the  advan- 
tages that  I  claim  for  it. 

In  addition  to  the  advantages  of  saving  time,  increasing 
working  space,  free  manipulation  and  rendering  access  to 
uterine  arteries  easy,  I  wish  to  emphasize  the  fact  that  a 
great  feature  is  safeguard  against  the  liability  of  injuring 
the  ureters. 


THE   RELATION   AND   CO-RELATION   OF   GYNE- 
COLOGIC AND  NERVOUS  AFFECTIONS. 

By  Chauncey  D.  Palmer,  M.D., 
Cincinnati,  Ohio. 


The  relation  and  the  co-relation  of  gynecologic  and  ner- 
vous diseases  is  a  question  which  ought  and  does  concern  the 
members  of  this  society.  Every  gynecologist,  in  his  general 
survey  of  the  whole  body  of  the  female,  to  determine  the 
import  of  certain  pelvic  signs,  must  have  noticed  the  fre- 
quency, and  at  times  the  severity,  of  symptoms  of  her 
nervous  system.  He  may  be  puzzled  to  fix  the  special 
significance  of  these  phenomena.  Let  us  then  for  a  while 
consider  this  subject. 

That  there  is  such  a  relationship  goes  almost  without 
saying.  The  intimate  history  between  the  nervous  system 
and  other  parts  of  the  body  in  disease  is  only  in  accordance 
with  the  general  law  of  morbid  action.  The  most  varied 
phenomena,  trifling  apparently,  yet  serious  at  times,  may 
result  from  the  same  pathologic  entity. 

It  seems  to  me  that  this  relationship  may  be  looked  at 
in  two  ways: 

1.  What  influence  do  female  pelvic  diseases  have  in  the 
induction  of  nervous  disorders? 

2.  What  affections  of  the  female  pelvic  organs  arise  from 
nervous  derangements? 

At  the  start  it  may  be  said  that  we  rule  out  any  thought 
of  the  occurrence  of  any  organic,  so-called  structural, 
lesions  of  the  nervous  system,  as  resulting,  unless  directly, 
and  quite  remotely,  from  pelvic  diseases.     The  morbid 
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changes  then  to  which  reference  imphes  are:  hysteria, 
neurasthenia,  neuralgia,  chorea,  epilepsy,  catalepsy,  hystero- 
epilepsy,  certain  paralyses,  migraine,  convulsions  of  certain 
kind,  including  tetany ;  also  mental  aberrations  and  vaso- 
motor changes. 

Hysteria,  a  purely  functional  disease,  without  any  definite 
recognized  causative  lesion,  with  no  visible  anatomic  basis, 
is  seen  under  a  great  variety  of  conditions  and  circum- 
stances. Protean  in  its  manifestations,  not  limited  exclu- 
sively to  the  female,  it  is  more  common  with  her, 
because  of  the  inherent  susceptibility  and  the  excitability 
of  her  nerve  centres,  and  because  of  her  special  functions 
and  social  relations.  Do  we  ever  witness  hysteria  without 
any  intrapelvic  disease?  Every  one  of  us  can  answer  this 
question  in  the  affirmative.  Therefore,  we  are  not  to  infer 
the  presence  of  any  pelvic  disorder  because  of  hysteric 
symptoms.  If  any  are  detected,  it  is  incidental;  no  caus- 
ative relationship.  Remove  the  pelvic  disease,  the  hysteria 
may  continue.  In  more  than  one-half  of  the  cases  of 
hysteria  there  is  no  defined  disease  of  the  sexual  organs. 
But  we  all  must  appreciate  that  any  pelvic  disease,  if  long 
continued  and  attended  with  suffering,  by  weakening  and 
depleting  the  general  health  and  by  depressing  the  spirits, 
must  increase  its  sensitiveness,  diminish  its  resisting  forces, 
and  provoke  hysteria  in  any  female  who,  for  want  of 
physical  endowments,  a  defect  in  mental  and  moral  disci- 
pline, is  so  predisposed.  Reflex  nervous  disorders  occur 
in  those  who  have  a  tendency  in  that  direction.  In 
hysteria  the  reflexes  are  usually  exaggerated. 

Hysteria  is  not  a  well-rounded  morbid  unit.  Hysteria 
does  not  mean  a  diseased  womb.  It  has  no  connection 
with  the  uterus  except  in  name.  The  brain  is  its  habitat, 
and  the  nervous  system  its  field  of  operation.  As  thought 
directed  to  any  part  of  the  body  increases  its  vascularity 
and  augments  its  sensibility,  so  such  patients  are  always 
given    to  introspection.     Hysteria    is  largely  a    psychic 
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disease,  provoked  by  psychic  causes,  and  with  good 
hygiene  is  cured  by  psychic  means.  Always  in  hysteria 
there  is  a  lack  of  brain  control.  The  type  of  a  woman's 
brain  furnishes  its  potentiality.  Hysteria  is  more  strictly 
a  cerebral  neurosis. 

A  non-development  or  a  faulty  conformation  of  the 
uterus,  with  a  stenosed  os,  a  conoid  cervix  and  anteflexion, 
is  usually  noticed  in  women  with  some  imperfection  of 
organization  of  the  nervous  system.  Likewise  there  may 
be  some  imperfection  of  the  tubes  and  the  ovaries.  If 
normal,  however,  there  must  be  an  unfortunate  periodic 
activity  of  these  organs,  unrelieved  by  menstrual  fluxes. 
The  continual  activity  of  each  menstrual  molimen,  not 
alleviated  by  any  physiologic  depletion,  may  culminate 
in  one  of  these  nervous  perturbations,  or  in  the  establish- 
ment of  a  vicious  cycle  at  each  catamenial  epoch;  in  time 
to  intermenstrual  discomforts,  and  finally  in  a  nervous 
break-down. 

While  many  hysterical  women  have  no  anomaly  of  the 
sexual  organs,  we  must  affirm  that  a  certain  proportion  of 
them,  to  a  certain  degree,  do  have  some  imperfection  in  the 
development  of  their  sexual  apparatus,  especially  the 
uterus.  Hence  the  justifiability  of  an  oophorectomy  in 
some  such  cases.  Should  the  sexual  organs  be  diseased  in 
hysterical  women,  we  cannot  say  that  the  hysteria  is 
secondary.  Even  then  psychic  causes  are  at  work,  more 
potent  than  the  local  disease. 

Errors  in  diet,  in  general  hygiene,  in  lack  of  rest,  and  in 
various  indulgences  of  the  mind  and  body  in  girlhood, 
lead  to  physical  anomalies  and  give  rise  to  abnormal 
mobilities  of  her  nervous  system.  The  functions  of  ovu- 
lation and  menstruation  play  then  more  than  their  ordinary 
role  in  the  inauguration  of  nervous  phenomena.  Every 
intelligent  physician  understands  how  essential  the  judi- 
cious care  of  a  well-instructed  mother  is  during  the  years 
of  sexual  evolution  of  every  girl,  and  how  often  it  is  strik- 
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ingly  neglected.  Want  of  due  attention  to  her  body  and 
a  misdirection  of  her  mind  contribute  to  conditions  of 
excitabihty,  restlessness,  morbid  emotions,  and  despon- 
dency. There  are  then  fostered  a  physical  and  mental 
state  conducive  to  faulty  development  as  well  as  certain 
functional  disorders  of  her  sexual  system.  An  after-life, 
a  pregnancy,  a  parturition,  and  particularly  a  menopause, 
must  pay  the  penalties  of  such  training. 

The  etiology  of  many  pelvic  diseases  depends  more  on 
individuality  than  on  special  causes.  Inheritance  is  an 
equation  personal,  which  cannot  be  overlooked.  Every 
woman  is  the  outcome  and  the  product  of  her  own  ancestry. 
A  defective  strength,  a  feeble  tone  of  body,  inadequate  to 
maintain  a  normal  equilibrium  between  the  generation  and 
the  expenditure  of  energy,  come  from  inheritance,  a  mis- 
directed schooling,  a  poor  or  neglected  hygiene,  misuse  and 
mishaps.  Impaired  nutrition,  presided  over  as  is  this 
function  by  the  sympathetic  system,  is  the  underlying 
factor  of  the  functional  pelvic  alterations.  One  of  the 
saddest  chapters  in  the  history  of  modern  gynecology  is 
the  reflection  that  many  women  who  have  undergone 
abdominal  and  vaginal  operations  are  still  invalids, 
afflicted  with  the  aforementioned  nervous  disorders,  sup- 
posed to  have  been  reflex  of  some  intrapelvic  affections. 
How  much  these  imperfect  results  are  due  to  defective 
elimination  and  to  autointoxication  are  worth  considering. 

But  uterine  and  ovarian  diseases  do  cause  nervous  dis- 
orders, the  rectification  of  which  cures  the  reflex  disturb- 
ances. We  all  appreciate  how  numerous  and  pronounced 
at  times  are  the  reflex  neuroses  of  a  cervical  laceration. 
Here  is  a  mother  who  has  had  a  constant  pain  over  her 
sacrum,  in  her  left  intercostal  region,  a  stubborn  headache, 
with,  it  may  be,  visual  disturbances,  and  withal  is  hysterical 
at  times,  and  always  more  or  less  neurasthenic.  Now  all 
of  these  reflexes  are  in  time,  many  of  them  very  promptly, 
effaced,  by  a  judicious  and  skilful  repair  of  the  old  tear. 


72        G  YNECOLOOIC  AND  NEB  VO  US  AFFECTIONS. 

with,  of  course,  always  the  thorough  exsection,  deep  as  it 
may  be,  of  all  the  offending  cicatricial  tissue  at  the  bottom 
of  the  rent.  No  pelvic  surgery  is  more  eminently  satis- 
factory, not  only  in  the  relief  of  all  local  symptoms,  but  in 
the  abatement  of  various  neuroses,  unmistakable  and 
otherwise  intractable.  Its  preventive  power  over  woman's 
greatest  enemy,  cancer  of  the  womb,  we  must  ever  bear 
in  mind. 

A  personal  experience,  by  no  means  exceptional,  in  the 
manifestations  of  convulsions:  hysteroid,  epileptic,  hystero- 
epileptic,  and  tetanoid,  may  be  mentioned  as  neuroses,  at 
times  distinctly  reflex,  of  intrapelvic  diseases. 

Chorea  is  at  times  a  severe  reflex  of  pregnancy,  not  to  be 
abated  until  the  uterus  is  emptied.  We  see  it  too  in  grow- 
ing girls,  incident  to  pubertic  changes.  Strange  and  mis- 
leading reflexes  come  from  loss  of  control  over  the  insub- 
ordinate lower  nerve  centres. 

All  of  these  reflexes  are  usually  found  in  the  nervous 
diathesis,  and  are  more  noticeable  at  the  menstrual  epoch; 
they  may  be  confined  thereto.  We  are  not  to  infer,  how- 
ever, that  such  reflexes  are  pelvic  in  origin,  because  so 
limited  in  time;  all  women  are  then  more  sensitive  and 
susceptible.  Epilepsy  is  at  times  spontaneously  arrested 
at  the  inception  of  the  menstrual  function;  also  insanity, 
which  may  have  begun  in  earlier  life. 

A  limited  amount  of  minor  gynecologic  treatments  are 
often  essential,  preceding  or  following  surgical  operations; 
the  same  may  be  all  that  is  required  in  other  cases;  but 
if  such  manipulations  are  too  frequent  or  too  long  con- 
tinued, they  do  harm,  in  highly  sensitive  and  emotional 
natures.  The  same  remarks  apply  to  the  much  abused 
use  of  vaginal  injections. 

Probably  the  ovaries  are  more  frequently  the  fons  et 
origo  morhi.  We  never  can  forget  an  instance  of  most 
marked  hysteroepileptic  attacks,  manifested  several  times 
a  day,  seemingly  from  a  chronic  oophoritis,  which  seizures. 
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a  section,  with  a  removal  of  a  small  ovarian  abscess,  at 
once  and  permanently  controlled.  Nor  ought  we  fail  to 
recall  a  case  of  tetany  which  showed  itself  in  the  last  stages 
of  a  disintegrating  fibroid  of  the  uterus. 

How  useful  is  a  section,  with  the  extirpation  of  the 
ovary,  when  markedly  degenerated,  cirrhosed,  or  seriously 
misplaced !  Uterine  displacements  seldom  are,  but  ovarian 
prolapse  is,  a  more  fruitful  source  of  hysteria  and  neuras- 
thenia. The  abatement  of  the  nervous  disorders  shows  an 
association  clear  and  well  defined.  But  some  relationships, 
although  seeming,  are  not  always  so  certain,  for  inde- 
pendent affections  of  the  nerve  centres  and  the  spinal 
column,  anemic  states,  irritations  in  other  and  distant 
parts  of  the  body,  we  may  observe,  when  the  sexual  appa- 
ratus is  intact.  No  more  difficult  or  intricate  problem 
have  we  at  times  to  solve.  Is  the  genital  disorder  the  more 
important  (the  only  etiologic  factor),  or  are  other  causes 
operative?  There  may  be  no  relationship,  both  conditions 
being  the  result  of  a  bad  inheritance,  a  poor  education,  a 
faulty  hygiene,  some  unhappy  association,  or  some  inter- 
current disease. 

The  potent  influence,  the  general  health,  especially  the 
tone  of  the  nervous  system,  has,  in  inducing  and  intensify- 
ing local  and  general  manifestations  of  certain  lesions,  is 
well  illustrated  in  studying  the  etiology  and  symptom- 
atology of  numerous  female  pelvic  diseases.  Let  a  woman 
become  the  victim  of  some  unusual  strain,  physical  or 
mental,  then  some  insignificant  disease  of  her  pelvic  organs 
becomes  a  factor  in  the  perpetuation  of  a  nervous  break- 
down. With  a  restoration  of,  or  a  good,  nervous  system, 
she  ceases,  or  does  not  notice,  the  ill  effects  of  a  torn  cervix, 
a  retroverted  uterus,  or  a  cystic  ovary.  It  is  not  a  cervical 
erosion  which  hurts  the  nervous  system  so  much  as  it  is 
the  nervous  disorder  which  draws  attention  to  the  diseased 
cervix.  A  diseased  womb  always  aggravates  a  hysteria,  a 
neurasthenia.     Nervous  women  feel  pain  more  acutely,  for 
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they  resist  it  very  poorly.  Let  a  female  be  told  her  womb 
is  out  of  place,  she  never  forgets  it;  often  refers  to  it.  It 
makes  a  mental  impression,  strong,  lasting.  It  is  like 
telling  her  she  has  a  movable  kidney.  Suggestion  always 
plays  an  important  role  in  woman,  more  particularly  if  she 
has  her  attention  drawn  to  her  genital  system,  or  if  she  is 
neurotic.  The  ancient  error  of  making  the  sexual  organs 
responsible  for  hysteria  has  had  for  its  outcome  their  extir- 
pation. Charcot  has  condemned  such  operations  as  un- 
scientific. The  appeals  made  to  alienists,  surgeons,  and 
gynecologists,  in  Europe  and  America,  have  illustrated 
this  fact  by  many  so  operated  on :  A  few  were  benefited, 
because  at  times  real  diseases  of  the  removed  organs  were 
taken  away,  and  because,  in  other  instances  (the  favorable 
results  following),  simulating  operations  were  done.  Do 
we  ever  have  a  better  illustration  of  the  power  played  by 
suggestion  in  its  therapeutic  role?  It  seems  to  me  we  all 
can  indorse  the  following  cardinal  principle  of  conduct 
in  such  cases,  viz.:  Remove  her  diseased  appendages,  if 
they  are  the  source  of  local  and  general  disturbances, 
uninfluenced  by  simpler  methods.  But  it  seems  to  me 
that  greater  discretion  and  more  patient  care  might  save 
many  female  pelvic  organs. 

I  refer  to  these  facts  to  show  how  careful,  how  tactful 
we  ought  to  be,  in  informing  our  patients  what  is  the 
underlying  morbid  entity.  We  can  talk  some  sick,  make 
them  think  almost  everything  about  their  pelvic  organs. 

Horatio  R.  Storer  has  been  a  most  earnest  advocate  of 
the  dependence  of  insanity  in  women  on  pelvic  disease. 
That  this  is  at  times  true  cannot  be  denied,  but  a  careful 
inquiry  of  the  superintendents  of  insane  asylums  meets 
with  the  almost  constant  reply  that  the  number  of  such 
cases  is  few,  other  causes  being  conspicuous.  The  sexual 
organs  play  a  small  part  in  the  production  of  mental  dis- 
orders. The  menstrual  functions  are  then  often  not 
deranged.     Only  25  per  cent,  of  insane  women  have  any 
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gynecologic  disease.  No  amount  of  pelvic  or  general 
physical  disease  can  cause  a  psychosis,  unless  conditions 
favorable  thereto  are  to  be  detected  in  the  brain  or  in  the 
nervous  system.  All  forms  of  insanity  have  nervous 
exhaustion  and  depression,  with  some  irritation,  as  in- 
separable factors.  Their  presence  indicates  a  lowered 
vitality,  a  nervous  strain,  or  a  toxemia,  which  the  nervous 
system  is  imable  to  withstand.  Mental  aberrations  are 
more  frequently  functional  or  reflex  in  women  than  in 
men;  hence  more  frequently  recovered  from.  A  mental 
depression  is  often  noticed  in  healthy  women  at  the  men- 
strual epoch;  therefore,  most  cases  of  insanity,  reflex  or 
otherwise,  are  worse  at  the  catamenial  periods.  Insanity 
and  .female  pelvic  diseases  do  at  times  have  a  well-de- 
fined relation  of  cause  and  effect;  these  relationships  are 
rare. 

Insanity  has  been  promptly  relieved  by  gynecologic 
operations;  and  it  has  immediately  followed  them.  Such 
sequela?  then  noticed  are  probably  more  common  than 
after  other  operations. 

Several  factors  are  generally  at  work  in  individual  cases ; 
as  some  peculiar  condition  of  the  nervous  system,  inherited 
or  acquired,  as  well  as  the  attending  shock,  and  the  anes- 
thetic; these  are  more  to  blame  than  the  gynecologic 
operation  itself.  These  reasons  must  be  apparent  when 
we  recognize  the  long-continued  and  general  impairment 
of  health — the  preceding  illness.  The  surgical  shock  was 
simply  the  straw  to  snap  the  mental  sanity. 

No  surgical  procedure  is  to  be  considered  for  insane 
women,  unless  warranted  on  the  sane.  None  should  be 
neglected  in  cases  of  insanity,  whether  for  causative  lesions 
or  not,  if  bodily  comfort  of  and  diminished  care  for  such 
are  reasonably  assured.  An  exact  understanding  of  all 
pelvic  conditions  of  insane  women  should  be  obtained 
early  in  their  management,  and  in  the  presence  of  one  or 
more  witnesses. 
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Migraine,  a  nervous  disease,  accompanied  by  vaso- 
motor changes,  is  most  common  in'  females,  and  is  often  so 
associated  with  the  function  or  cessation  of  menstruation 
as  to  give  rise  to  the  presumption  that  it  originates  ex- 
clusively from  this  source.  Genital  diseases,  functional 
and  organic,  aggravate  these  nerve  storms. 

"The  cHmacteric  is  an  inverted  puberty."  The  process 
of  involution,  like  the  train  of  evolution,  is  attended  with 
stress  and  difficulty;  hence  nerve  perturbations  at  these 
periods  of  life. 

There  is  no  disease  which  has  a  more  intimate  relation 
to  the  body  at  large  and  the  general  health  of  women  than 
dysmenorrhea.  Functional  disorder  though  it  is,  when 
long  continued  and  severe,  it  makes  more  invalids  than 
any  other  pelvic  disease. 

Pain  is  always  a  relative  thing  to  individuals,  but  often 
repeated  in  attacks  over  many  years  leads  to  hysteria, 
neurasthenia,  and  complete  invalidism.  Dysmenorrhea  is 
most  intense  in  some  young  women,  who  show  no  other 
symptom  of  a  neurasthenia.  To  the  nervous  system  in 
general  of  such  sufferers  can  we  ascribe  the  degree  and  the 
kind  of  pain. 

Authorities  speak  of  psychic  amenorrhea.  I  have  often 
thought,  and  now  firmly  believe,  that  there  is  a  psychic 
dysmenorrhea,  for  some  of  these  cases  seemingly  do  not 
suffer  any  pelvic  pain  until  they  mentally  are  cognizant  of 
the  physical  presence  of  the  flow ;  or,  in  other  words,  would 
not  complain,  if  they  were  kept  in  ignorance  of  its  presence. 

The  enormous  influence  of  the  mind  over  the  body  is 
shown  in  some  of  the  functional  disorders  of  the  bladder. 
Polyuria,  like  the  frequency  of  micturition,  is  often  absent, 
if  the  mind  is  engaged  or  otherwise  diverted. 

To  my  mind,  it  is  unreasonable  to  affirm  that  there  is  no 
such  thing  as  the  neuralgic  form  of  dysmenorrhea — the 
spasmodic  of  some  authors.  A  neurotic  diathesis,  a  city 
life,  sedentary  habits,  and  undue  development  of  the  brain 
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over  the  body,  make  an  increased  sensitiveness,  an  inordi- 
nate reflex  excitability,  a  relative  sensibility  to  menstrua- 
tion, purely  constitutional  in  its  nature,  without,  it  may 
be,  a  single  sign  of  structural  lesion  of  the  endometrium. 
This  painful  menstruation  is  but  a  local  expression  of  a 
general  neurosis. 

In  the  treatment  of  women  for  the  special  diseases  of  her 
sex,  there  is  too  much  of  a  tendency  to  place  undue  stress 
on  real  or  supposed  lesions  of  her  reproductive  organs.  This 
is  particularly  true  in  reference  to  some  so-called  ovarian 
affections.  Gynecology  of  to-day  would  not  amount  to 
much  without  an  appropriate  surgery,  but  indiscreet 
surgery,  like  overmedication,  may  be  an  abuse.  Every 
theory  in  medicine  must  be  the  outgrowth  of  an  extended 
experience.     "Knowledge  com.es,  but  wisdom  lingers." 


DISCUSSION. 


Dr.  Walter  P.  Manton. — This  is  a  subject  in  which  I  have 
been  interested  for  a  number  of  years.  Dr.  Palmer  has  pre- 
sented it  in  a  very  satisfactory  manner.  The  subject  is  too 
extensive  for  me  to  enter  into  a  detailed  discussion,  but  I 
simply  want  to  say  one  or  two  things. 

With  reference  to  pelvic  disorders  and  insanity,  three  or 
four  years  ago  I  published  a  paper  in  which  I  gave  the  results 
of  the  examination  of  one  hundred  insane  women,  with  refer- 
ence to  the  frequency  of  pelvic  disease  and  insanity.  I  found 
that  local  pathologic  conditions  of  the  pelvic  organs  were 
frequent  among  that  class  of  patients.  However,  I  want  to 
reiterate  now,  as  I  have  frequently  said  in  the  past,  in  my 
experience  I  have  never  yet  seen  a  case  of  insanity  which 
could  be  traced  directly  to  any  pelvic  or  abdominal  condition. 
Occasionally  we  see  cases  of  postoperative  insanity.  I  went 
through  the  asylum  records,  and  in  a  large  number  of  cases 
I  found  but  two  on  record  in  which  the  mental  condition  was 
due  to  operative  intervention.  I  want  to  exclude  cases  of 
puerperal  insanity  in  speaking  of  pelvic  disorders. 
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Another  point  which  the  essayist  brought  out  in  his  paper 
was  with  reference  to  operative  measures.  I  began  my  work 
in  this  Hne  fifteen  years  ago,  and  have  probably  had  as  large 
an  experience  in  this  class  of  cases  as  anyone.  I  thought  at 
first  that  possibly  the  removal  of  the  tubes  and  ovaries  would 
relieve  the  mental  condition.  These  operations,  however,  for 
the  relief  of  the  mental  disorders  were  soon  abandoned,  after 
operating  two  or  three  times,  and  now  operations  on  the 
insane  are  done  only  for  the  relief  of  pathologic  conditions. 
I  have  never  seen  a  case  cured  by  operative  measures,  although 
one  or  two  cases  have  been  reported  from  the  asylums  where 
relief  is  said  to  have  followed  operation.  In  every  instance 
of  a  woman  suffering  from  pelvic  or  abdominal  disease,  there 
has  always  been  noted  an  improvement,  both  in  the  mental 
and  general  condition  of  the  patient,  following  the  removal  of 
the  local  irritation. 

Dr.  Philander  A.  Harris. — I  can  recall  but  one  instance 
in  which  there  was  unmistakable  evidence  of  insanity  result- 
ing from  pregnancy.  That  case  was  so  unusual  and  interest- 
ing that  I  will  take  this  opportunity  of  placing  it  upon  record. 
A  young  married  woman  having  shown  no  delusions,  nor 
departure  from  her  ordinary  cheerful  disposition,  upon  be- 
coming pregnant  grew  taciturn  and  in  bad  humor.  She 
would  not  attend  to  her  ordinary  household  duties,  because 
she  had  lost  interest  in  them.  She  went  through  her  first 
pregnancy  with  a  great  deal  of  trouble  to  her  husband  and 
friends.  After  the  birth  of  her  child  her  cheerful  disposition 
returned.  From  this  time  onward  there  was  nothing  ob- 
served, either  by  her  husband  or  her  friends,  which  would 
indicate  a  departure  from  normal  mentality,  until  she  became 
pregnant,  when  she  again  became  taciturn  and  morose.  She 
was  then  discovered  in  an  action  which  showed  that  she 
contemplated  suicide.  Her  physician  terminated  pregnancy, 
after  which  her  delusions  disappeared  and  her  cheerful  dis- 
position returned.  Her  physician  afterward  rendered  her 
sterile  b}''  exsecting  from  the  uterus  the  proximal  ends  of  the 
Fallopian  tubes.  There  was  nothing  wrong  with  the  men- 
tality of  the  patient,  excepting  when  pregnant. 

Dr.  J.  D.  Emmet. — I  have  had  very  little  experience  with 
true  insanity  in  its  relation  to  pathologic  conditions  of  the 
female  pelvis;  but  I  have  seen  a  great  deal  of  hysteria  asso- 
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ciated  with  laceration  of  the  cervix  and  of  other  injuries  to 
the  genital  organs.  It  seems  to  me,  if  there  is  any  fact  that 
is  established  in  gynecology  it  is  that  hysteria,  when  it  is 
habitual,  when  it  is  not  acute  (as  one  might  say),  but  becomes 
a  chronic  habit,  is  always  dependent  upon  a  lesion  of  the 
genital  apparatus.  Its  direct  connection  has  been  established 
with  laceration  of  the  cervix,  and  its  disappearance  after 
operation  has  been  proved  in  so  many  cases  that  it  would 
seem  that  the  experience  of  Dr.  Palmer  must  be  at  variance 
in  many  respects  with  that  of  the  greater  number  of  gyne- 
cologists who  have  done  much  plastic  work. 

Only  yesterday  I  operated  on  a  young  woman,  a  primipara, 
who  about  six  months  after  her  child  was  born  suddenly  felt 
an  almost  irresistible  desire  to  injure  her  child,  to  murder  it, 
and  this  feeling  was  repeated  again  and  again  for  nearly  a 
year.  When  she  came  to  me  she  was  so  affected  that  she 
was  afraid  to  remain  alone  with  it.  This  woman  is  very 
intelligent.  Since  her  labor  she  is  subject  to  spells  of  general 
depression.  She  had  no  idea  that  there  was  anything  the 
matter  with  the  genital  organs.  She  had  no  idea  that  she 
had  a  laceration  of  the  cervix.  I  amputated  the  cervix 
yesterday  and  am  convinced  that  she  will  be  relieved  of  those 
symptoms  in  the  course  of  possibly  six  months. 

Dr.  Willis  E.  Ford. — We  ought  to  distinguish  between 
nervousness  and  neurasthenia  which  is  not  produced  by  any 
particular  local  lesion,  and  which  is  not  much  more  common 
in  women  than  in  men.  Neurasthenia  is  a  condition  with 
which  the  individual  is  born.  It  is  not  produced  by  any 
particular  disease.  The  accidents  and  sicknesses  of  life  bring 
forth  weaknesses  of  the  nervous  system  that  are  inherent  in 
man  or  woman.  There  are  no  men  who  are  so  intractable 
to  all  sorts  of  treatment  as  sexual  neurasthenics;  no  set  of 
men  who  are  so  easily  hurt;  who  have  hysteric  knee-joints; 
who  go  on  crutches,  who  are  cured  by  faith-curists,  and  that 
sort  of  thing,  all  their  lives.  To  say  that  a  little  local  pelvic 
lesion  produces  neurasthenia  in  a  man  or  woman  is  not  borne 
out  by  the  observations  of  men  who  are  studying  nervous 
diseases.  I  served  for  a  time  as  interne  in  the  State  Hospital 
at  Utica,  and  while  I  was  there  I  had  charge  of  a  great  many 
women  from  time  to  time  who  recovered  from  their  insanity, 
with  serious  pelvic  lesions,  without  operations.     It  was  not 
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considered  proper  to  operate  excepting  to  save  life  where  the 
consent  of  the  patient  could  not  be  obtained.  I  would  do  the 
same  thing  to-day  if  I  were  superintendent  of  that  hospital. 
I  have  never  seen  a  woman  cured  of  insanity  by  any  operation, 
nor  a  case  of  epilepsy  that  I  can  recall.  The  truth  of  it  is  that 
nervous  people,  men  and  women,  are  easily  put  off  their 
balance  by  slight  ailments,  and  it  is  our  solemn  duty  to  re- 
move the  causes  which  at  any  time  lead  to  an  exacerbation 
of  the  nervous  symptoms.  No  doubt  good  surgery,  or  good 
medicine,  will  restore  them  to  their  normal  condition.  It  is 
a  mistake,  I  think,  to  say  that  neurasthenia  is  produced  by  a 
slight  pelvic  lesion.  If  this  were  true,  one  might  say  that 
a  slight  railroad  injury,  as  a  slight  thump  on  the  head,  pro- 
ducing neurasthenic  symptoms,  resulting  in  the  inability  on 
the  part  of  the  man  to  do  his  work,  was  responsible  for  the 
neurasthenia,  which  may  have  been  chronic  with  him,  or 
which  was  held  in  abeyance  when  he  was  in  good  health,  but 
which  was  ushered  in  by  this  slight  injury,  and  that,  therefore, 
a  railroad  company  should  be  held  responsible  for  causing 
the  neurasthenia.  I  have  no  doubt  that  there  are  plenty 
of  neurologists  who  would  swear  that  such  a  man  could  not 
recover.  To  hold  the  railroad  company  responsible  for  such 
a  thing  is  absurd.  It  is  equally  absurd  to  make  the  state- 
ment that  a  nervous  woman  can  be  cured  of  neurasthenia  by 
a  slight  local  operation. 

I  presented  to  this  Society  years  ago  a  series  of  seventy-five 
selected  cases  of  trachelorrhaphy,  in  which  the  operation  was 
done  for  the  relief  of  nervous  symptoms,  without  any  marked 
ultimate  results,  excepting  what  might  be  attributed  to  an  im- 
provement in  the  general  health.  That  argument  is  true  to-day. 

My  own  observation  has  been  that  relaxation  of  the  vaginal 
outlet  will  produce  infinitely  more  nervous  disturbances  than 
anything  about  the  cervix.  The  cervix  of  a  woman  may  be 
torn  or  the  uterus  displaced;  if  she  is  healthy  she  does  not 
notice  it;  but  a  relaxed  perineum,  with  enteroptosis  of  the 
organs  above,  produces  an  amount  of  disturbance  entirel}^  out 
of  proportion  to  a  similar  lesion  in  the  uterus.  I  look  upon 
neurasthenia  as  a  condition  born  with  the  individual,  and  is 
not  cured  by  any  operation.  It  is  a  condition  and  not  a  dis- 
ease. My  contention  upholds  the  theory  of  the  paper  as  to 
what  ought  to  be  done,  but  differs  somewhat  in  the  use  of  terms. 
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Dr.  Eugene  C.  Gepirung. — My  experience  is  largely  contra- 
dictory to  the  opinions  that  have  been  expressed,  namely, 
that  minor  gynecologic  disturbances  do  not  infrequently 
cause  different  degrees  of  mental  aberrations.  There  are 
many  cases  complicated  with  melancholia,  hysteria,  and  even 
complete  insanity,  so  determined  by  experts  of  insane 
asylums.  Such  cases  I  have  had  the  pleasure  of  relieving  and 
curing  by  the  use  of  pessaries,  etc.  I  have  seen  many  cases 
of  different  degrees  of  melancholia  and  insanity  get  well  after 
removing  minor  gynecologic  causes. 

Amenorrhea  and  dysmenorrhea  may  be  causes  of  insanity 
in  .some  cases.  A  more  frequent  cause,  however,  is  metror- 
rhagia or  menorrhagia — long-continued  losses  of  the  vital 
substances  during  a  long  menstrual  life.  We  frequently  find 
melancholia  and  mild  forms  of  dementia  associated  with  or 
consequent  upon  uterine  hemorrhages  and  other  losses,  espe- 
cially if  continued  during  a  long  period.  The  local  gyne- 
cologic disturbances  or  lesions,  even  though  they  may  be 
trifling,  ought  to  be  removed,  in  order  to  bring  about  relief 
or  effect  a  cure  in  these  cases. 

Dr.  Arthur  W.  Johnstone. — I  think  we  are  entirely  astray 
as  to  the  cause  of  neurasthenia.  Three  years  ago  I  heard  a 
paper  read  on  "Autointoxication  from  Defective  Menstru- 
ation." The  writer  argued  that  the  uterus  makes  menstru- 
ation more  perfect;  it  gets  rid  of  the  pus  which  is  being 
absorbed  in  the  blood,  and  that  is  why  the  general  health 
improves  when  neurasthenia  is  cured.  We  hear  so  much  in 
these  days  of  intestinal  indigestion  and  of  autointoxication, 
and  of  our  work  in  mechanically  curing  these  conditions. 
Dr.  Ford  has  told  us  that  there  is  no  such  thing  as  neuras- 
thenia in  man  from  the  same  conditions  or  from  similar  con- 
ditions. I  remember  very  well  a  young  man  who  was  going 
about  on  crutches,  who  had  a  stricture  of  the  urethra.  As 
soon  as  the  caliber  of  the  urethra  was  fully  restored,  he  was 
walking  about  without  the  aid  of  crutches.  Behind  the 
stricture  was  an  ulcer,  and  from  that  ulcer  he  was  getting 
constant  absorption.  The  liver  constantly  had  to  do  double 
duty  to  get  rid  of  the  ptomains  and  of  the  germs.  There 
was  more  or  less  intestinal  indigestion  in  this  case,  and  that 
is  what  we  have  in  all  of  our  cases. 

There  is  another  class  of  cases  the  author  of  the  paper 
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spoke  of,  and  that  is  the  gouty  class.  We  find  the  most 
marked  cases  of  neurasthenia  in  gouty  people.  Their  livers 
are  not  developed  as  they  should  be,  and  they  do  not  carry 
on  their  functions  as  they  should  do.  There  is  a  low  grade 
of  intestinal  intoxication  in  these  cases.  The  man  who 
prevents  absorption  not  only  from  the  genital  tract,  but  from 
the  intestinal  tract,  is  the  one  who  is  going  to  secure  results 
from  treatment. 

Dr.  George  Tucker  Harrison. — This  paper  deals  with 
some  of  the  most  important  subjects  that  can  be  brought 
before  our  attention.  As  to  the  co-relation  of  slight  lesions 
of  the  genital  organs  to  nervous  affections,  personally  I  have 
never  received  much  information  or  the  slightest  amount  of 
light  upon  the  subject  from  any  neurologist.  If  any  of  you 
have  ever  received  valuable  assistance  from  any  neurologist, 
you  are  more  fortunate  than  I  have  been. 

The  essayist  and  one  of  the  speakers  touched  on  a  very 
important  topic,  namely,  the  relation  of  gynecologic  disease 
to  insanity.  So  far  as  my  observation  goes,  I  have  seen  a 
great  many  cases  of  insanity  in  women,  but  only  in  a  few 
could  I  attribute  the  insanity  to  any  gynecologic  affection. 
Possibly  I  could  attribute  it  in  two  or  three  cases  to  some 
gynecologic  affection.  As  Dr.  Gehrung  has  said,  after  pro- 
fuse hemorrhage,  in  cases  in  which  there  was  a  latent  pre- 
disposition, mental  disturbance  developed.  But  what  par- 
ticularly interested  me  in  the  paper  is  the  relation  of  post- 
operative insanity  to  gynecologic  disease.  I  believe  most 
writers  on  the  subject  agree  that  gynecologic  affections 
furnish  the  largest  contingent  of  postoperative  cases  of 
insanity. 

Dr.  Grandin  will  recall  a  case  in  which  I  assisted  him. 
He  was  the  operator.  It  was  a  case  of  Cesarean  section. 
The  operation  was  performed  very  skilfully  by  Dr.  Grandin, 
and  there  was  no  sepsis,  so  far  as  we  could  find  out,  but  the 
patient  died  subsequently  from  insanity. 

Dr.  Palmer  (closing). — I  feel  thankful  to  the  members 
who  have  considered  it  worth  while  to  say  something  on  my 
paper.  I  am  particularly  thankful  for  the  compliment  in 
introducing  the  subject  to  the  Society.  It  is  certainly  a  very 
important  one.  I  regret  that  more  attention  has  not  been 
devoted  to  it,  for  the  reason  that  it  concerns  us  in  our  every- 
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day  work  in  some  way  or  other.  But  this  seeming  indifference 
is  only  because  we  are  so  pressed  for  time. 

As  to  reflex  disturbances  causing  hysteria,  there  is  no  disease 
inside  the  pelvis  of  a  woman  which,  in  its  primary  and  sec- 
ondary effects,  produces  the  amount  of  reflex  disturbance  that 
a  lacerated  cervix  does.  Therefore,  we  are  indebted  to  Dr. 
Emmet  for  his  contributions  in  regard  to  reflex  disturbances 
from  lacerated  cervices,  and  how  to  cure  them.  It  produces 
neuralgia;  it  produces  a  disordered  mind;  it  produces  local 
and  general  pain,  and  local  and  general  disturbances.  We 
know  now  how  to  relieve  these  symptoms.  We  should 
operate  on  these  cases  in  the  manner  he  has  suggested,  because 
here  is  the  origin  of  much  reflex  disturbances,  and  because 
also,  by  so  doing,  we  prevent  many  women  from  having  cancer 
of  the  womb. 

As  to  the  relation  of  local  pelvic  lesions  to  insanity,  there 
can  be  no  doubt  that  there  is  such  a  relationship. 

When  we  treat  any  woman  for  a  mental  derangement,  we 
should  aim  to  correct  any  physical  ailment  she  may  have  of 
the  genital  organs,  as  well  as  other  parts  of  her  body.  As 
to  the  propriety  of  doing  surgical  operations  on  the  insane, 
I  have  already  expressed  myself  in  the  paper. 

As  to  the  subject  of  autointoxication,  I  think  Dr.  Johnstone 
has  covered  the  ground  very  thoroughly  in  that  regard,  in 
what  he  had  to  sav. 


THE  TREATMENT  OF  PUERPERAL  SEPSIS. 


By  Hiram  N.  Vineberg,  M.D., 
New  York  City. 


In  discussing  the  treatment  of  puerperal  sepsis,  a  few 
words  must  be  said  in  reference  to  the  etiology.  It  is  no 
longer  held  by  anyone  that  the  streptococcus  pyogenes 
is  the  only  micro-organism  that  can  cause  severe  puerperal 
sepsis.  Fatal  cases  of  puerperal  sepsis  have  been  reported 
in  which  either  the  staphylococcus  pyogenes  aureus/  the 
bacteria  coli  communis/  the  bacillus  aerogenes  capsulatus/ 
the  gonococcus/  or  an  undescribed  bacillus^  has  been  the 
sole  micro-organism  found.  In  others  again  more  than  one 
species  was  met  with,  showing  a  mixed  infection.  The 
species  of  micro-organism  found,  therefore,  in  the  uterine  or 
vaginal  discharges  in  a  given  case  of  puerperal  sepsis  is  no 
criterion  of  its  severity,  and  forms  no  safe  guide  as  to 
prognosis  or  as  to  the  treatment  to  be  adopted.  In  this 
connection  I  cannot  do  better  than  to  quote  verbatim  what 
Fehling  stated  in  opening  the  discussion  on  the  treatment 
of  puerperal  sepsis  at  the  Fourth  International  Congress 
of  Obstetrics  and  Gynecology  in  Rome,  September,  1902 
(Monaisch.  f.  Geb.  u.  Gyn.,  Bd.  xvi.  Erganzungsheft) : 
''The  attempt  to  divide  the  various  forms  of  puerperal 

*  Struckmann-Karger,  Berlin,  1898. 
^  Kronig  and  others. 

^  Ernst,  Dobbin,  and  others. 

*  Kronig,  Bacteriologie  des  Weiblichen  Genitals  kanales,  Leipzig,  1897. 
5  Birch-Hirschfeld. 
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infection  bacteriologically  cannot  be  considered  thus  far  as 
successful.  This  much  is  certain,  that  in  numerous  cases 
which  have  run  a  normal  course  streptococci  and  staphylo- 
cocci have  been  found  in  the  uterine  cavity,  and,  further,  in 
the  severe  forms  of  infection  sometimes  streptococci,  some- 
times staphylococci,  at  other  times  bacilli  coli  communis 
and  other  bacteria,  or  mixtures  of  these,  are  found,  thus 
demonstrating  that  the  attempt  to  make  a  ready  and  posi- 
tive diagnosis  from  a  bacteriological  examination  has  thus 
far  been  a  failure." 

Although  prominent  representatives  from  every  part  of 
the  civilized  world  took  part  in  the  discussion,  not  a  single 
note  of  protest  was  uttered  against  these  emphatic  state- 
ments by  Fehling. 

It  was  thought  at  one  time  that  the  bacteriologic  ex- 
amination of  the  blood  would  be  of  value  in  estimating  the 
severity  of  an  attack  of  puerperal  sepsis  and  be  a  guide  to 
operative  intervention.  Boldt,^  influenced  by  Prochownik, 
stated  in  a  paper  on  "Indications  for  Hysterectomy,  etc., 
in  Puerperal  Infection"  that  he  would  consider  hyster- 
ectomy indicated  when  "  the  blood  showed  the  presence  of 
pathogenic  germs."  Further  investigations  have  shown  the 
utter  unreliability  of  the  bacteriologic  examination  of  the 
blood,  either  from  a  prognostic  or  therapeutic  standpoint. 
Streptococci  have  been  found  in  the  blood  of  patients 
apparently  not  very  ill,  and  who  recovered  without  any 
operative  intervention.  On  the  other  hand,  the  bacterio- 
logic examination  of  the  blood  has  been  negative  in  cases 
of  most  profound  sepsis  and  in  those  who  succumbed  to  the 
disease.  We  are  forced  to  conclude,  therefore,  from  the 
foregoing  that  as  yet  the  treatment  of  puerperal  sepsis 
must  be  based  chiefly  upon  the  clinical  history  and  physical 
signs  of  each  individual  case.  No  hard  and  fast  rules  can 
be  laid  down  because  a  certain  micro-organism  is  found  in 

*  New  York  Medical  Journal,  January  26,  1901. 
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the  genital  tract  or  in  the  blood  current.  The  line  of  treat- 
ment to  be  adopted  in  a  given  case  must  be  based  upon 
sound  judgment,  supported  by  an  extensive  clinical  ex- 
perience, and  not  upon  fanciful  theories,  no  matter  how 
plausible  they  may  appear. 

Before  taking  up  the  subject  of  treatment  in  detail  I 
desire  to  touch  upon  another  phase  of  etiology.  It  must  be 
conceded  at  the  present  time  that  conditions  exist  during 
the  pregnant  and  puerperal  states  which  may  lead  to  auto- 
infection.  This  assumption  is  borne  out  by  bacteriologic 
investigations  and  by  the  clinical  results  recorded  in  most 
of  the  large  maternities  in  Europe,  Although  some  dis- 
crepancy exists  in  the  bacteriologic  examinations  of  the 
vaginal  and  cervical  discharges  in  the  pregnant  state  by 
different  observers,  still  the  weight  of  evidence  is  in  favor 
of  the  presence  of  pathogenic  micro-organisms  in  the  genital 
tract  of  the  pregnant  woman  under  certain  conditions. 

Doederlein  in  195  cases  found  streptococci  in  4.1  per  cent. 

Burckhardt  in  116  pregnant  women  found  streptococci 
in  4.3  per  cent. 

Burgerburu  in  12  cases  found  streptococci  once. 

Williams  in  15  cases  found  streptococci  three  times. 

Vahle  in  30  pregnant  women  found  streptococci  three 
times.  The  same  observer  found  in  60  puerperal  women 
streptococci  in  25  per  cent.  A  great  many  more  observers 
could  be  quoted  to  the  same  effect. 

These  observations  furnish  us  with  the  only  plausible 
explanation  of  the  high  percentage  of  morbidity  that  obtain 
pretty  uniformly  in  lying-in  hospitals  that  are  conducted 
under  the  most  modern  methods  of  rigid  asepsis  and  anti- 
sepsis. They  explain  also  the  not  infrequent  occurrence  of 
septic  manifestations,  even  of  a  severe  nature,  in  women 
who  have  been  delivered  amid  perfect  aseptic  surroundings 
and  who  had  not  been  subjected  to  a  vaginal  examination. 

Max  Stolz  in  his  recent  work  (Studien  zur  Bakteriologie 
des  Genital  Kanales  in  der  Schwangerschaft  und  im  Wochen- 
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hett,  Leuschner  &  Lubensky,  1903)  gives  a  large  array  of 
statistics  and  clinical  facts  bearing  out  the  above  con- 
tention. 

In  Kiistner's  maternity  529  women  in  labor  were  ex- 
amined with  the  bare  disinfected  hand  and  the  morbidity 
in  them  was  19.6  per  cent.  Six  hundred  and  twenty-eight 
were  examined  with  disinfected  hands  covered  with  aseptic 
rubber  gloves  and  the  morbidity  in  them  was  17.3  per  cent. 
Neither  was  there  any  noticeable  decrease  in  the  percentage 
of  the  cases  of  severe  sepsis.  In  the  former  case  the  per- 
centage was  5.5  per  cent,  and  in  the  latter  it  was  4.4  per 
cent. 

The  results  in  the  operative  cases  were  similar.  In  257 
operative  cases  with  the  bare  disinfected  hand  the  mor- 
bidity was  35  per  cent. ;  severe  cases  15.1  per  cent.  In  227 
operation  cases  with  gloved  disinfected  hands  the  morbidity 
was  33.9  per  cent, ;  severe  cases  16.7  per  cent. 

In  Rosthorn's  maternity  at  Graz,  in  899  women  in  labor 
examined  with  the  bare  disinfected  hand  the  morbidity  was 
39.3  per  cent.;  in  747  women  examined  with  gloved  dis- 
infected hands  the  morbidity  was  28.9  per  cent.  Stolz 
states  that  this  showing,  apparently  in  favor  of  rubber 
gloves,  loses  its  force  when  a  comparison  is  made  with  the 
puerperal  women  in  the  maternity  during  the  same  period 
who  had  not  been  subjected  to  any  vaginal  examinations. 
The  morbidity  among  these  during  the  first  period — the 
period  during  which  the  examination  was  made  with  bare 
disinfected  hands — was  38.7  per  cent. ;  in  the  second  period 
— the  period  of  gloved  disinfected  hands — it  was  27.7  per 
cent.  It  will  thus  be  seen  that  the  reduction  in  morbidity 
could  not  have  been  due  to  the  employment  of  the  gloves, 
but  to  some  other  factor  which  influenced  the  morbidit}''  in 
the  non-examined  puerpera. 

Notwithstanding  that  the  morbidity  in  these  lying-in 
hospitals  is  high,  the  mortality  is  exceedingly  low.  In  the 
Graz  maternity  it  was  0.11  per  cent,  and  0.26  per  cent., 
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respectively,  for  the  periods  above  mentioned.  This  per- 
centage of  mortality  corresponds  in  the  main  with  that  of 
the  other  large  European  maternities. 

We  have  no  reliable  data  of  the  morbidity  in  puerperal 
cases  in  private  practice,  but  we  do  have  knowledge  of  the 
comparatively  high  mortality  from  puerperal  sepsis  in  that 
class  of  practice.  How  are  we  to  explain  the  great  difference 
in  the  mortality  rate  of  lying-in  institutions  and  of  that  of 
private  practice?  Doubtless  the  faulty  technic  in  asepsis 
often  observed  in  private  practice  plays  an  important 
factor.  But  this,  to  my  mind,  is  not  sufficient  to  account 
for  the  vast  difference  in  the  mortalit}^  rate.  The  expla- 
nation to  me  is-  not  difficult  to  find.  In  public  jiractice  the 
patients  are  carefully  observed,  and  as  soon  as  there  is  the 
slightest  elevation  of  temperature  the  patient  is  assumed 
to  be  septic  unless  some  other  cause  is  found  to  account  for 
the  fever.  The  proper  treatment  is  instituted  at  once,  be  it 
merely  an  irrigation  of  a  perineal  or  vaginal  wound,  an 
intrauterine  douche,  the  removal  of  any  retained  secun- 
dines,  etc. 

In  private  practice  just  the  opposite  as  a  rule  obtains. 
Such  a  dread  has  the  attending  physician  of  acknowledging 
that  the  patient  has  any  fever  that  in  many  instances  the 
temperature  is  not  taken  at  all,  or  if  it  is  and  it  shows  any 
elevation,  an  endeavor  is  made  to  explain  it  away  on  the 
score  of  "filling  of  the  breasts,  nervous  excitement,"  etc., 
and  the  probable  real  cause — septic  infection — is  kept  in 
the  background.  It  is  only  when  the  patient  becomes 
seriously  ill  and  concealment  is  no  longer  possible  that  a 
consultant  is  called.  It  is  in  this  way  that  a  slight  infection 
has  been  allowed  to  develop  into  a  dangerous  one  through 
fear  on  the  part  of  the  medical  attendant — a  feeling  which 
is  quite  natural  in  the  present  attitude  of  mind  of  the  lay 
public  in  reference  to  the  etiology  of  puerperal  sepsis.  This 
attitude  of  the  lay  mind  has  been  created  by  the  profession 
itself,  and  to  a  degree  it  has  done  so  rightly.      But  the 
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pendulum,  it  seems  to  me,  has  swung  too  far  in  the  one 
direction.  Is  it  not  high  time  that  an  effort  should  be  made 
to  bring  it  back  into  a  median  position  from  the  extreme 
one  it  has  fallen  into?  Medical  teachers  and  authorities, 
while  they  should  not  abate  one  iota  from  the  importance 
of  rigid  asepsis  and  antisepsis  in  the  care  of  a  case  of  labor, 
should  come  out  openh^  and  frankly  confess  that  in  spite  of 
these  precautions  puerperal  infection  may  occur,  and  does 
frequently  occur,  even  in  their  own  hands.  I  am  strongly 
convinced  that  if  we  could  remove  the  element  of  fear  on 
the  part  of  the  attendant  by  creating  a  normal  and  healthy 
view  in  the  mind  of  the  lay  public,  we  would  not  meet  in 
consulting  practice  so  many  instances  of  neglected  cases  of 
puerperal  sepsis.  I  feel  confident  that  the  result  of  the 
propagation  of  such  views  would  be  a  marked  decrease  in 
the  mortality  rate  of  puerperal  sepsis  in  private  practice. 
There  is  no  room  for  any  difference  of  opinion,  nor  is 
there  any,  as  far  as  I  know,  as  to  the  necessity  of  cauterizing 
with  some  antiseptic  and  the  maintenance  of  free  drainage 
of  infected  wounds  of  the  perineum,  vulva,  or  vaginal  tract 
in  the  puerperal  woman.  The  same  harmony  of  opinion 
exists  in  reference  to  the  advisability  of  removing  from  the 
uterus  any  retained  placental  or  decidual  tissues  when  they 
are  infected  and  are  giving  rise  to  symptoms.  It  is  only  in 
the  selection  of  the  method  that  any  difference  of  opinion 
exists.  Some  would  never  use  anything  but  the  fingers  for 
this  purpose,  and  they  condemn  in  the  strongest  language 
the  employment  of  a  curet,  be  it  dull  or  sharp.  They 
argue  that  in  using  the  curet  the  so-called  "protective 
zone"  is  disturbed,  with  the  result  of  the  spread  of  the 
infection.  I  have  so  often  pointed  out  the  fallacy  of  such 
reasoning  that  it  seems  superfluous  to  do  so  again.  The 
"protective  zone"  was  first  described  by  Bumm  in  the 
scrapings  obtained  by  curetage.  It  occurs  only  in  the 
milder  cases,  all  of  which  get  well  after  a  curetage,  as  did 
Bumm's  cases  on  which  the  observations  were  made.    Of 
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course  an  inexperienced  person  could  do  great  harm  with  a 
curet,  but  I  doubt  very  much  if  he  would  do  less  harm 
digging  into  the  uterine  wall  with  his  fingers.  However,  it 
makes  very  little  difference  whether  the  finger  or  the  curet 
is  employed,  so  long  as  the  residual  tissues  are  thoroughly 
removed.  As  far  as  I  am  concerned  I  know  I  can  do  this 
to  the  best  advantage  and  with  the  least  traumatism  by  the 
combined  use  of  the  finger  and  the  sharp  curet.  It  must 
not  be  forgotten  that  in  many  instances  of  retained  pla- 
cental and  decidual  tissues  the  cervix  may  be  fairly  tight 
and  will  not  readily  admit  even  one  finger.  This  is  more 
likely  to  occur  when  the  retained  products  are  situated  high 
up  in  the  cavity,  or,  as  is  often  the  case,  in  one  of  the  uterine 
cornua.  In  these  cases  involution  progresses  normally  at 
the  lower  uterine  segment,  with  a  consequent  early  closure 
of  the  cervix.  Nothing  short  of  the  curet  can  accomplish 
the  desired  result  in  those  cases. 

In  those  exceptional  cases  of  adherent  and  sloughing 
placental  residue  that  cannot  be  removed  either  with  the 
finger  or  sharp  curet  hysterectomy  is  indicated,  providing 
the  patient  is  not  already  moribund.  Such  cases  have  been 
reported  by  B.  S.  Schultze,  A.  Sippel,  and  myself.  In  my 
second  case  there  was  also  inversion  of  the  uterus,  but  so 
intimately  adherent  was  the  placental  tissue  to  the  uterine 
wall  that  the  true  nature  of  the  case  was  not  evident  until 
almost  the  entire  uterus  with  its  adherent  placental  tissue 
was  removed  piecemeal  per  vaginam.  Although  the  patient 
was  in  a  desperate  condition,  as  soon  as  the  sloughing  mass 
was  removed  she  began  to  improve  and  made  a  rapid  and 
uneventful  recovery.  There  is  not  now  any  dissension  of 
opinion  as  to  the  indication  of  extirpation  of  the  uterus  in 
such  cases.  The  same  uniformity  of  opinion  exists  regard- 
ing the  indication  of  hysterectomy  for  puerperal  sepsis  due 
to  a  submucous  sloughing  fibroid. 

There  is  a  third  group  of  cases  in  which  the  uterus,  as  a 
result  of  infection,  is  studded  with  small  abscesses.    Every- 
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one  is  agreed  as  to  the  advisability  of  extirpating  the  organ 
in  such  instances.  But  the  difficulty  that  is  encountered 
here  is  in  making  the  diagnosis.  In  the  successful  case  that 
I  have  reported  I  drew  my  conclusion  that  the  uterus  was 
the  chief  source  of  trouble  from  the  absence  of  any  perineal 
or  vaginal  wounds,  from  the  absence  of  any  exudate  or 
enlargement  of  the  adnexa,  and  from  the  fact  that  the 
uterus  was  large,  doughy,  and  flabby,  and  lay  like  an  inert 
mass  in  Douglas'  culdesac.  I  could  readily  pass  my  hand 
into  the  uterus  and  found  it  to  be  empty.  The  patient  lay 
in  a  partially  comatose  state,  having  one  or  more  severe 
chills  in  the  twenty-fom'  hours,  with  a  temperature  rising 
to  106°  F.  after  each  chill,  and  with  a  pulse  which  was 
constantly  ranging  from  150  to  160  per  minute. 

The  number  of  such  cases  on  record  is  too  few  as  yet  to 
enable  one  to  make  any  deductions  or  to  lay  down  any 
rules  as  to  how  they  are  to  be  diagnosed.  It  is  only  by 
close  observation  of  a  given  case,  and  by  a  process  of 
exclusion,  that  one  may  arrive  at  a  probable  diagnosis. 

In  a  fourth  group  of  cases  the  infection  of  the  uterus  may 
result  in  one  or  more  purulent  foci  of  moderate  or  consider- 
able size  in  the  uterine  wall.  "When  the  purulent  focus  is 
situated  below  the  reflection  of  the  bladder  peritoneum  in 
front  or  below  the  peritoneal  fold  behind,  or  at  the  sides  of 
the  uterus  between  the  folds  of  the  broad  ligament,  an 
expectant  plan  of  treatment  is  advisable,  for  such  collections 
usually  either  break  into  an  adjacent  hollow  viscus,  or  as  a 
rule  grow  in  a  direction  in  which  they  are  easily  approached 
and  evacuated.  If  the  purulent  focus  be  situated  in  the 
upper  part  of  one  of  the  broad  ligaments,  it  is  well  to  wait 
with  surgical  intervention  until  the  mass  has  probably 
formed  adhesions  with  the  abdominal  parietes.  When  this 
has  occurred  the  evacuation  of  the  abscess,  if  not  always 
easy  of  execution,  is  practically  always  unattended  with 
any  danger.  W^hen  it  is  not  advisable  to  wait  for  such  an 
opportune  time,  owing  to  the  general  condition  of  the 
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patient,  it  is  more  prudent,  to  my  mind,  to  first  make  a 
median  abdominal  incision  for  the  purpose  of  inspection 
and  to  judge  as  to  the  best  method  of  evacuating  the  puru- 
lent collection  without  the  risk  of  soiling  the  peritoneum; 
for  it  must  be  borne  in  mind  that  the  pus  in  these  cases  is 
generally  ver}^  virulent,  and  any  accidental  contact  of  it 
with  the  general  peritoneum  may  lead  to  a  fatal  peritonitis. 

In  a  fifth  group  there  may  be  a  solitary  abscess  in  the 
uterine  wall  not  situated  in  any  of  the  sites  above  stated, 
as  in  cases  reported  by  Hirst,  Leopold,  and  myself.  The 
proper  treatment  in  these  cases  is  excision  of  the  abscess 
sac  and  drainage,  without  sacrificing  the  uterus.  In  my 
case  not  only  did  the  woman  make  a  good  recovery,  but 
she  afterward  gave  birth  to  a  child  at  full  term;  These 
cases  are  diagnosed,  as  a  rule,  by  the  course  of  the  fever 
and  by  the  detection  of  a  mass  which,  as  a  rule,  is  markedly 
tender  at  either  horn  of  the  uterus  or  in  its  posterior  or 
anterior  aspect,  some  distance  above  the  vaginal  junction. 

I  take  it  that  what  I  have  said  up  to  the  present  time  in 
reference  to  the  indications  for  hysterectomy  for  infections 
at  the  puerperal  period  would  meet  with  pretty  general 
assent.  But  I  am  now  to  take  up  a  class  of  cases  the  treat- 
ment of  which  has  excited  the  keenest  discussion,  especially 
in  reference  to  the  question  of  hysterectomy.  I  have  refer- 
ence to  septic  endometritis  or  infection  of  the  placental  site 
when  the  symptoms  steadily  grow  worse  in  spite  of  appro- 
priate general  treatment  and  the  infection  is  still  limited 
to  the  uterus.  I  am  convinced  that  septic  puerperal  endo- 
metritis is  very  rare  unless  as  a  complication  of  retained 
placental  residue. 

If  the  proper  treatment — emptying  the  uterus — be  insti- 
tuted early  in  these  cases,  the  question  of  hysterectomy 
need  never  arise  in  them.  I  am  ready  to  confess  that  I  have 
had  such  cases  even  in  my  own  practice,  and  have  always 
been  able  to  bring  about  a  recovery  by  an  early  curetage, 
followed  up  by  frequent  intrauterine  irrigations,  by  the 
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free  administration  of  whiskey,  by  giving  the  patient  plenty 
of  nourishing  food,  using  the  wet-pack  or  cold  sponges 
when  necessary  to  reduce  fever,  and  subcutaneous  intra- 
venous saline  infusion ;  in  short,  the  usually  accepted  treat- 
ment for  general  sepsis.  But  if  these  cases  are  neglected 
at  the  outset,  the  above  line  of  treatment  may  fail  and  the 
patient,  instead  of  improving  or  holding  her  own,  gradually 
grow  worse  and  finally  succumb  to  her  infection.  I  am 
aware  that  it  happens  occasionally  that  a  case  apparently 
growing  worse  and  in  which  the  outlook  may  be  unfavor- 
able to  a  degree,  will  nevertheless  recover  without  any 
other  treatment  than  that  outlined  above;  but  the  majority 
of  them  die  within  a  variable  period  of  from  ten  to  forty 
days  or  longer.  The  point  at  issue  is  whether  some  of  these 
cases  cannot  be  saved  by  a  timely  hysterectomy.  I  recog- 
nize the  difficulties  that  beset  the  question,  and  agree  with 
one  of  the  speakers  at  the  recent  discussion  at  the  Rome 
congress,  who  said  *  *  to  operate  too  early  would  be  criminal ; 
to  operate  too  late  would  be  useless."  Are  we  ever  able  to 
select  the  right  time?  This  will  be  answered  either  in  the 
affirmative  or  negative  according  to  one's  own  experience, 
A  negative  answer  based  on  the  findings  on  the  autopsy 
table  is  often  given.  But  this  is  not  as  reliable  as  it  seems. 
Advances  in  surgical  treatment  have  been  made  more  on 
what  has  been  disclosed  on  the  operating  table  than  what 
has  been  found  in  the  postmortem  room. 

There  is  one  phase  of  the  subject  which  it  seems  to  me 
is  always  forgotten  in  the  discussion.  It  appears  to  be 
taken  for  granted  that  when  a  patient  recovers  from  the 
sepsis,  she  does  so  with  pelvic  organs  that  are  fairly  healthy. 
It  is  true  that  she  may,  but  in  a  large  majority  of  the  cases 
recovery  means  a  prolonged  illness  in  bed  with  a  condition 
of  the  pelvic  organs  that  is  a  constant  source  of  future 
trouble  to  their  possessor.  It  is  only  a  short  time  ago  that 
a  woman  consulted  me  on  account  of  sterility  and  pelvic 
pains.    vShe  had  had  a  child  twelve  years  before;  the  labor 
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was  followed  by  sepsis  which  kept  her  on  her  back  for  five 
months.  Since  then  she  had  been  sterile  and  had  been 
more  or  less  of  an  invalid.  I  found  a  small  uterus  fixed  in 
the  pelvis,  and  adherent  adnexa  on  both  sides.  What 
operator  has  not  been  tempted  b}'-  the  importunities  of  the 
patient  for  relief  from  her  sufferings  dating  back  several 
years  to  open  the  abdomen  under  the  above  conditions, 
only  to  find  that  the  case  was  practically  an  inoperable 
one?  How  often,  again,  is  it  that  one  sees  uteri  removed 
for  chronic  metritis  as  a  result  of  an  attack  of  puerperal 
sepsis  many  years  before,  and  which  ended  in  the  so-called 
recovery  ! 

In  my  opinion  all  these  things  should  be  borne  in  mind  in 
dealing  with  a  case  of  severe  uterine  sepsis,  and  while  one 
should  be  guided  by  the  principles  of  conservatism  in  the 
treatment,  one  ought  not  to  carry  the  principle  to  that 
exaggerated  extent  when  it  no  longer  serves  the  purpose 
of  conserving  the  health  and  the  pelvic  organs  of  the 
woman,  but  works  in  the  very  opposite  direction,  that  of 
destroying  the  pelvic  organs  and  making  the  woman  an 
invalid  for  the  future. 

When  hysterectomy  is  deemed  indicated,  the  abdominal 
route,  in  my  opinion,  is  to  be  preferred  to  the  vaginal  route 
for  the  following  reasons: 

1.  In  uterine  sepsis  the  broad  ligaments  are  frequently 
infiltrated,  and  a  larger  portion  of  the  ligaments  can  be  cut 
away  when  operating  from  above  than  when  operating 
from  below. 

2.  Patients  with  severe  sepsis  can  withstand  a  major 
operation  remarkably  well,  providing  there  is  no  great  loss 
of  blood,  and  as  a  rule  in  these  cases  there  is  likely  to  be 
less  hemorrhage  when  the  operation  is  done  through  an 
abdominal  incision  than  when  it  is  done  by  the  vaginal 
route. 

Statistics  thus  far  are  decidedly  in  favor  of  the  abdominal 
operation.    Fehling  (Monatsch.  /.  Geh.  u.  Gyn.,  Oct.,  1902. 
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Erganzungsheft)  collected  61  cases  of  hysterectomy  by 
53  different  operators  in  Germany,  Austria,  and  Switzerland. 
There  were  19  abdominal  total  extu-pations  with  a  mor- 
tality of  31.5  per  cent.;  33  vaginal  hysterectomies  with  a 
mortalit}''  of  69.6  per  cent.,  showing  that  the  mortality 
from  the  vaginal  route  was  more  than  double  that  from 
the  abdominal  route. 

Jewett  {American  Gynecology,  Feb.,  1903)  collected  62 
cases  in  which  it  was  stated  that  the  route  was  through  the 
abdomen  with  a  mortality  of  38.7  per  cent.,  and  25  cases 
in  which  the  route  was  through  the  vagina  with  a  m^ortality 
of  52  per  cent. 

It  must  be  admitted,  however,  that  a  collection  of  cases 
such  as  both  these  authors  give  is  not  very  decisive.  The 
number  of  cases  is  too  small  and  the  operations  were  per- 
formed by  too  great  a  number  of  men.  Further,  the  char- 
acter of  the  cases  was  too  variable,  and  in  many  of  the 
abdominal  cases  a  supravaginal  amputation  only  was  done. 
In  my  opinion,  if  hysterectomy  be  indicated,  the  whole 
uterus  should  be  extirpated,  both  for  the  purpose  of  re- 
moving all  of  the  infected  area  and  for  drainage  of  the 
stumps  of  the  broad  ligaments,  which,  as  already  stated, 
are  usually  infiltrated,  and  in  consequence  must  ultimately 
break  down.  In  two  of  my  successful  cases  there  was  con- 
siderable suppuration  of  the  stumps  of  the  broad  ligaments, 
and  had  there  been  no  drainage  provided  for,  I  feel  confi- 
dent that  the  patients  would  have  died  from  secondary 
infection. 

The  infection  may  extend  from  the  uterus  to  one  or  other 
tube,  setting  up  a  violent  grade  of  salpingitis,  which  in  turn 
may  cause  a  general  peritonitis.  Where  there  are  evidences 
of  such  extension,  shown  by  sudden  onset  of  severe  pain  in 
the  iliac  region,  by  the  development  of  a  tender  mass  to 
one  or  other  side  of  the  uterus,  and  by  the  acute  exacer- 
bation of  temperature,  the  abdomen  should  be  opened  with- 
out delay  and  the  affected  tube  removed  before  a  general 
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peritonitis  develops.  In  a  case  of  this  kind  that  I  reported* 
I  opened  the  abdomen  within  six  hours  after  the  onset  of 
the  above  symptoms.  I  found  the  tube  presenting  an 
appearance  not  unhke  a  gangrenous  appendix.  The 
affected  tube  and  corresponding  ovary  were  removed  and 
the  stump  drained.  The  patient  made  a  good  recovery 
and  has  since  given  birth  to  a  child  at  full  term,  the  puer- 
perium  being  perfectly  normal.  Anyone  who  could  have 
seen  the  tube  after  its  removal  would  not  have  doubted 
that  the  operation  was  a  life-saving  one  any  more  than  he 
would  if  he  had  seen  a  gangrenous  appendix  which  had 
been  removed  by  an  operation  and  the  patient  had  re- 
covered. Delay  in  cases  of  this  nature  certainly  cannot 
claim  the  principle  of  conservatism.  For  even  apart  from 
the  risk  (which  is  very  great)  of  an  extension  to  the  general 
peritoneum  and  the  setting  up  of  a  general  peritonitis, 
•  there  was  nothing  to  be  gained  by  waiting,  as  the  tube  and 
ovary  were  already  hopelessly  destroyed. 

A  case  running  a  somewhat  similar  course  was  reported 
by  A.  Pourtales^  about  the  same  time  from  Bumm's  clinic. 
But  as  the  operation  was  deferred  for  several  days  after 
the  symptoms  showed  an  extension  to  the  right  adnexa, 
the  patient  was  practically  moribund  when  the  hyster- 
ectomy was  performed  and  died  a  few  hours  afterward. 

In  some  cases  the  micro-organisms  rapidly  penetrate  the 
uterine  wall  and  set  up  a  peritonitis,  which  usually  becomes 
general  in  the  course  of  a  very  short  time.  As  a  rule,  these 
cases  run  a  rapidly  fatal  course ;  still,  a  case  may  occasion- 
ally be  saved  by  an  early  abdominal  section,  with  copious 
irrigations  of  the  peritoneal  cavity  and  free  drainage.  I 
was  able  to  save  one  case  in  which  there  was  evidence  of 
a  peritonitis  which  seemed  to  be  general.  No  culture  was 
made  of  the  turbid  serum  found  in  the  peritoneal  cavity. 

1  Medical  News,  March  25,  1899. 
'  Archiv  f .  Gyniikologie,  Bd.  Ivii. 
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In  a  second  case  following  an  abortion,  the  peritonitis 
seemed  to  be  of  the  most  acute  variety;  the  peritoneum 
was  of  a  deep-red  color ;  the  coils  of  intestines  were  slightly 
adherent  to  one  another  and  liberally  covered  with  flakes 
of  lymph.  I  opened  the  abdomen,  wdped  away  the  flakes 
of  lymph  from  the  intestines  as  w^ell  as  possible,  hrigated 
the  abdominal  cavity  with  several  gallons  of  sterile  saline 
solution,  and  the  patient  made  a  good  recovery.  The 
clinical  evidences  were  very  strongly  in  favor  of  its  being 
a  gonorrheal  infection;  the  husband  was  suffering  from 
acute  gonorrhea,  and  the  woman  had  had  a  copious  purulent 
discharge  prior  to  the  abortion.  In  a  third  case  following 
labor  at  full  term,  and  in  which  the  peritoneal  fluid  con- 
tained abimdant  streptococci,  the  patient  died,  although  the 
same  line  of  treatment  had  been  followed. 

Zweifel  had  two  cases  of  recovery  from  diffuse  puerperal 
septic  peritonitis  upon  which  he  had  operated,  but  because 
they  recovered  he  doubts  whether  they  were  of  strepto- 
coccic origin.  He  thinks  they  may  have  been  due  to  the 
gonococcus.  The  important  point  in  operating  for  diffuse 
peritonitis  is  to  be  able  to  select  the  right  time.  In  the 
early  stages  of  so-called  general  peritonitis  the  entire  peri- 
toneum is  not  involved.  This  occurs  by  gradual  or  rapid 
extension,  as  the  case  may  be,  and  may  take  from  one  to 
four  days,  and  even  longer,  for  its  establishment.  If  the 
case  can  be  operated  upon  within,  say,  twenty-four,  thirty- 
six,  or  forty-eight  hours  after  the  onset  of  the  peritonitis, 
there  may  be  some  hopes  of  success.  But  if  sufficient  time 
has  elapsed  for  the  entire  peritoneum  to  become  affected, 
I  do  not  believe  the  case  can  be  saved,  let  the  method  of 
treatment  be  what  it  may.  It  is  not  possible  to  always 
differentiate  at  the  bedside  (nor  even  when  the  abdomen 
is  opened)  between  a  general  peritonitis  w^hich  is  still 
incomplete  and  one  that  is  complete.  A  practical  point 
that  I  have  learned  for  mj'-self  is  to  note  the  behavior  of 
the  alse  nasi ;  when  they  recede  and  expand  very  noticeably 
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and  rapidly,  and  the  respirations  are  above  50, 1  look  upon 
the  case  as  one  of  complete  general  peritonitis  with  a  fatal 
prognosis. 

Some  cases  of  puerperal  sepsis  are  very  obscure.  Re- 
peated vaginal  and  bimanual  examinations  fail  to  find  any 
pelvic  or  abdominal  lesions.  Now,  when  such  a  case  is 
gradual^  growing  worse  in  spite  of  the  most  approved 
treatment  for  general  sepsis,  the  temptation  is  very  strong 
to  open  the  abdomen  for  exploratory  purposes  with  the 
view  of  finding  some  hidden  purulent  focus  or  a  circum- 
scribed slough  of  the  uterus.  I  recognize  this  is  dangerous 
ground  to  tread  upon,  and  such  advice  is  subject  both  to 
misrepresentation  and  to  abuse.  I  followed  it  in  one  case. 
The  patient  had  been  seriously  ill  for  weeks,  and  was  appar- 
ently getting  better,  then  grew  worse  again,  and  for  the 
second  time  recovery  apparently  set  in.  She  was  about  ready 
to  leave  the  hospital  when  she  was  again  seized  with  a  severe 
chill,  followed  by  high  fever  and  pain  in  the  lower  part  of 
the  abdomen  such  as  she  had  had  before.  When  this  attack 
showed  no  signs  of  improvement  in  the  course  of  three  or 
four  days,  I  decided  to  perform  an  exploratory  laparotomy. 
This  proved  to  be  practically  negative,  although  I  removed 
the  left  ovary,  which  was  double  the  normal  size  and 
edematous.  I  closed  the  abdomen.  The  patient's  con- 
dition continued  the  same.  A  few  days  later  she  passed  a 
moderate  amount  of  pus  with  her  urine ;  the  fever  promptly 
subsided,  and  the  recovery  now  was  rapid  and  permanent. 
She  did  have  a  purulent  focus,  evidently  in  the  uterine 
substance  below  the  reflection  of  the  bladder  peritoneum. 
I  overlooked  it  on  account  of  its  situation.  In  the  future, 
under  similar  conditions,  I  would  bear  in  mind  this  possible 
location  of  a  purulent  collection. 

Acting  on  the  assumption  that  sepsis  during  the  puer- 
peral period  has  very  much  in  common  with  sepsis  occur- 
ring at  other  times,  and  should,  like  the  latter,  be  treated 
on   the  general   principles  of  surgery — a  contention  for 
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which  I  have  often  waged  battle — a  distinguished  German 
surgeon  (Trendelenburg)  conceived  the  brilliant  idea  (and 
executed  it  with  success  in  a  case)  of  ligating  the  uterine 
and  spermatic  veins  when  they  became  the  seat  of  throm- 
botic infection  in  puerperal  sepsis,  or,  in  other  words,  puer- 
peral pyemia. 

Trendelenburg  was  led  to  devise  this  procedure  by  noting 
the  findings  in  autopsies  on  cases  of  puerperal  sepsis  at  the 
Leipzig  Pathological  Institute.  In  43  fatal  cases  in  the 
course  of  two  years  the  cause  of  death  in  21  cases  was 
found  to  be  pyemic  thrombosis  of  the  uterine  and  sper- 
matic veins.  In  only  4  cases  out  of  these  21  cases  was 
there  a  lymphatic  infection  combined  with  the  venous 
infection.  Trendelenburg  reasoned  that  in  these  cases  the 
conditions  were  not  unlike  those  that  obtain  in  pyemic 
thrombosis  of  the  transverse  sinus  following  purulent  otitis, 
and  in  which  ligation  of  the  internal  jugular  vein  has  been 
attended  with  such  good  results. 

A  similar  idea  occurred  to  W.  A.  Freund^  as  early  as  1898 
on  witnessing  the  demonstrations  of  von  Recklinghausen 
of  cases  of  puerperal  pyemia  in  which  the  septic  thrombosis 
was  limited  to  the  spermatic  vein  and  its  branches.  He 
accordingly  operated  upon  two  cases,  but  both  ended 
fatally,  and  at  the  autopsy  it  was  found  that  in  the  one 
case  the  process  extended  to  the  vena  cava  inferior,  and 
in  the  other  case  the  process  was  not  limited  to  the  sper- 
matic vein.  As  a  result  of  these  experiences,  and  recog- 
nizing that  severe  cases  of  pyemia  recover  after  months  of 
severe  illness — though  it  be  often  with  loss  of  limbs — 
Freund  did  not  feel  justified  in  advising  the  operation 
excepting  in  cases  of  pyemia  following  an  unclean  or 
criminal  abortion,  as  he  had  never  seen  a  woman  recover 
from  such  a  condition.  In  these  cases  he  thinks  the  uterus 
also  should  be  removed. 

^  Methoden  und  Indikationen  der  Total  extirpation  des  Uterus. 
Hagar's  Beitrage,  1898,  vol.  i.  p.  397. 


100       THE  TREATMENT  OF  PUERPERAL  SEPSIS. 

Trendelenburg  thinks  that  Freund,  as  well  as  Bumm, 
made  an  error  in  not  recognizing  that  the  uterine  vein  is 
affected  as  often  as,  if  not  oftener,  than  the  spermatic  vein. 
In  the  Leipzig  statistics  the  uterine  veins  were  involved 
sixteen  times  and  the  spermatic  veins  only  seven  times. 

Trendelenburg  would  diagnose  pyemic  process  on  the 
occurrence  of  a  second  chill  if  no  good  cause  could  be  found 
for  it.  I  am  afraid  such  an  arbitrary  rule  would  not  hold 
at  the  bedside.  But  if  we  are  sure  that  the  uterus  is  empty 
and  there  is  no  evidence  of  a  purulent  lesion,  and  the 
patient  has  repeated  severe  chills  with  marked  remissions 
in  the  temperature,  the  pulse  remaining  comparatively  slow 
(90  to  110),  we  are  safe  in  diagnosing  pyemia. 

At  the  Rome  congress  both  Leopold  and  Zweifel  spoke 
in  favor  of  Trendelenburg's  procedure.  Zweifel,  however, 
would  prefer  a  median  incision  so  that  the  veins  on  both 
sides  could  be  investigated,  and  would  rather  excise  than 
simply  ligate  the  affected  veins. 

In  a  case  that  I  had  under  observation  a  couple  of  years 
ago  that  was  ill  for  a  long  time,  I  made  the  diagnosis  of 
septic  thrombosis  of  the  pelvic  veins  on  the  right  side. 
The  patient  was  very  seriously  ill,  had  repeated  severe 
rigors,  followed  by  high  temperature.  The  uterus  behaved 
normally  and  involution  progressed  as  it  should.  There 
was  no  pelvic  exudate,  but  I  could  feel  a  round,  hard  cord 
along  the  infundibulopelvic  ligament;  the  adnexa  were 
apparently  normal;  there  were  no  signs  of  peritonitis.  At 
one  time  during  the  illness  a  prominent  internist  who  saw 
the  patient  in  consultation  concurred  in  my  diagnosis  of 
pelvic  phlebitis  and  thought  he  found  evidences  of  septic 
endocarditis.  The  patient  was  in  a  precarious  condition 
for  weeks,  but  finally  made  a  good  recovery,  the  treatment 
consisting  of  the  usual  stimulating  and  nourishing  agents, 
employed  to  combat  sepsis,  together  with  free  inunctions 
of  ung.  Crede.  There  were  no  external  metastatic  ab- 
scesses.   There  was  no  bacteriologic  examination  made  of 
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the  uterine  discharge  for  the  reason  that  when  the  sepsis 
became  manifest,  which  was  rather  late  in  the  puerperium, 
there  was  practically  no  discharge  from  the  uterus.  I  had 
reason  to  suspect  a  gonoiTheal  infection,  as  the  husband 
had  suffered  from  an  acute  attack  of  gonorrheal  urethritis 
a  short  time  before  the  wife  conceived,  and  during  the  early 
stages  of  the  pregnancy  there  was  a  marked  erosion  of  the 
cervix,  with  a  copious  mucopurulent  discharge. 

It  seems  to  me  that  Trendelenburg's  procedure,  modified 
in  accordance  with  Zweifel's  suggestion,  is  worthy  of  further 
trial.  Trendelenburg's  experience  shows  that  a  case  need 
not  be  considered  hopeless  though  there  are  evidences  of 
metastases  in  distant  parts  of  the  body.  In  his  case  after 
the  operation  there  was  a  metastatic  abscess  in  the  left 
infrascapular  region. 

It  ma}^  be  appropriate  here  to  say  a  few  words  in  refer- 
ence to  the  use  of  collargol  or  ung.  Crede.  I  am  in  the  habit 
of  using  the  ung.  Crede  in  cases  of  sepsis  when  I  can  find 
no  lesion  which  demands  surgical  intervention,  or  in  those 
cases  in  which  the  gross  source  of  infection  has  been  re- 
moved by  surgical  means  and  the  manifestations  of  sepsis 
still  persist.  I  have  gained  the  impression  from  this  use 
of  it  that  it  is  of  some  service  either  in  aiding  the  system 
to  eliminate  the  toxins  produced,  or  in  some  way  counter- 
acting their  deleterious  effects.  Certain  it  is  that  several 
desperate  cases  in  which  the  silver  salts  had  been  employed 
by  inunction  ended  in  recovery,  and  it  did  seem  to  me  that 
the  favorable  result  was  in  a  measure  induced  by  the  inunc- 
tions of  the  silver  salt. 

Before  closing  there  is  one  point  in  my  paper  upon  which 
I  desire  to  lay  special  emphasis,  and  that  is  the  importance 
of  watching  very  carefully  every  puerperal  woman  who 
shows  the  slightest  elevation  of  temperature.  If  this  be 
done  and  it  be  assumed  that  such  elevation  denotes  sepsis 
unless  some  other  cause  can  unmistakably  be  found  to 
account  for  it,  and  the  proper  treatment  be  instituted  at 
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once,  then,  in  my  opinion,  it  will  rarely  occiu'  in  private 
practice  that  a  case  of  puerperal  sepsis  will  be  encountered 
in  which  any  serious  surgical  intervention  will  need  to  be 
considered.  Such  practice,  in  my  opinion,  would  constitute 
true  conservatism. 


DISCUSSION. 

Dr.  William  R.  Pryor. — Dr.  Vineberg  has  given  us  a 
good  synopsis  of  his  paper  in  the  program,  and  we  may  at- 
tack him  on  various  points  that  he  has  raised. 

As  to  the  first  item,  I  take  issue  with  him  regarding  the 
significance  of  certain  pathogenic  germs.  Very  rarely  do  we 
find  the  streptococcus  in  mild  cases  of  puerperal  sepsis; 
whereas  in  the  severe  cases  we  find  streptococci  always  present. 
In  the  mild  forms  of  puerperal  sepsis  we  find  other  kinds  of 
germs  present,  chiefly  staphylococci  and  saprophytic  bacteria, 
and  very  rarely  indeed  do  we  find  in  such  cases  streptococci. 
I  have  learned  from  experience  that  the  form  of  puerperal 
sepsis  which  demands  careful  attention  is  that  due  to  the 
streptococcus.  A  large  number  of  cases  are  governed  by  the 
character  of  the  sepsis.  Epidemics  of  puerperal  infection 
vary  greatly.  In  one  we  have  a  mortality  ranging  from  2  and 
3  to  5  per  cent.,  and  in  another  the  mortality  may  reach 
27  per  cent.,  according  to  the  nature  and  virulence  of  the 
infection. 

I  agree  with  the  essayist  in  what  he  had  to  say  with  refer- 
ence to  the  bacteriologic  examination  of  the  blood.  Re- 
peated examinations  of  the  blood,  even  in  fatal  cases,  fail  to 
find  the  streptococcus  present  in  more  than  one-third  of  the 
cases.  It  may  be  present  during  a  sudden  exacerbation  of 
the  condition,  and  at  other  times  it  may  not  be  present  at 
all.     It  is  an  unreliable  test  in  any  phase  of  the  condition. 

As  to  the  use  of  the  curet,  it  should  not  be  considered 
lightly.  There  should  be  absolute  and  undoubted  indications 
for  the  use  of  the  curet.  There  must  be  foreign  material 
in  the  uterus  which  cannot  be  removed  in  any  other  way. 
In  cases  of  sepsis  the  infection  is  usually  local,  very  rarely 
general  inside  the  uterus;  and  we  find  that  to  be  so  because 
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the  lesions  produced  by  it  are  local,  rarely  and  in  but  a  few 
cases  involving  all  of  the  lymphatics.  By  inflicting  trauma 
over  the  whole  inside  of  the  uterus  by  the  use  of  the  curet, 
we  disseminate  the  infection.     It  is  a  bad  routine  practice. 

You  will  remember  that  a  commission  was  appointed  some 
years  ago  to  investigate  the  subject  of  antistreptococcic 
serum,  and  to  analyze  the  cases  reported  since  the  use  of  Mar- 
morek's  serum  surprised  the  profession.  It  was  found  in 
those  cases  in  which  the  curet  had  been  used  the  mortality 
was  22  per  cent.,  a  mortality  which  is  three  times  higher  than 
we  find  from  the  let-alone  method  of  treatment.  I  applied 
my  treatment  in  twenty-seven  cases,  and  had  a  mortality  of 
only  one  when  the  patients  had  not  been  previously  operated 
upon.  In  ten  cases  that  were  previously  operated  upon,  in 
my  hands  there  was  a  mortality  of  33  per  cent.  Whenever 
you  come  across  cases  that  have  been  treated  or  preceded 
by  the  use  of  the  curet,  the  mortality  is  multiplied  two  or 
three  times  because  of  the  dissemination  of  the  infection  by 
this  instrument;  the  infection  is  made  general. 

As  to  hysterectomy  in  cases  of  puerperal  sepsis,  I  wish  to 
condemn  it  unqualifiedly,  particularly  where  the  patient  is 
suffering  from  streptococcic  infection.  I  do  not  believe  any- 
thing is  gained  by  removing  the  uterus.  In  some  cases  the 
infection  extends  to  the  diaphragm;  we  find  foci  along  the 
spine ;  we  find  diaphragmatic  peritonitis,  pleurisy,  pneumonia, 
endocarditis,  foci  of  infection  remote  from  the  original  point  of 
infection  in  the  pelvis.     Hysterectomy  does  not  control  these. 

I  will  skip  over  the  other  points  in  the  paper,  because  some 
of  you  will  want  to  discuss  them  at  great  length,  and  pass  on 
to  the  consideration  of  some  experimental  work  we  have  been 
engaged  in  during  the  last  six  months. 

In  cases  in  which  streptococci  were  found  in  the  uterus,  if 
we  opened  the  posterior  culdesac,  we  found  that  the  material 
floating  in  the  culdesac  invariably  contained  streptococci, 
and  rarely  was  there  a  mixed  infection.  In  other  words,  we 
might  find  streptococci  and  other  gems  in  the  discharge  inside 
the  uterus,  but  when  we  entered  the  peritoneal  cavity  we  found 
streptococci  only.  In  one  instance  in  which  we  did  not  find 
streptococci  inside  the  uterus,  the  symptoms  were  sufficiently 
grave  to  make  a  diagnosis  of  sepsis,  and  we  found  streptococci 
in  the  serum  in  the  culdesac. 
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Packing  the  uterus  with  strong  iodoform  gauze  and  the 
pelvis  with  the  same,  completely  isolating  the  uterus,  filling 
up  the  pelvis,  which  treatment  was  carried  out  in  thirty-seven 
cases,  we  had  a  mortality  of  one  in  twenty-seven,  and  in  the 
other  cases  which  had  been  curetted  a  mortality  of  33  per 
cent.  The  disintegration  of  iodoform  in  the  pelvis  is  rapid. 
Its  iodin  can  be  detected  in  the  urine  in  two  or  three  hours 
after  operation.  We  found  it  in  the  saliva.  We  found  the 
percentage  of  hemoglobin  was  not  diminished,  but  really 
raised,  owing  to  the  oxidizing  effect  of  the  iodin  in  the  blood. 
Examination  of  the  dressings  showed  in  only  one  instance,  at 
the  third  dressing,  streptococci  present.  Iodoform  breaks  up 
in  the  presence  of  a  serous  membrane  only.  In  the  last  six 
months  we  have  been  doing  work  along  these  lines.  First, 
we  had  great  difficulty  in  finding  a  streptococcus  that  was 
sufficiently  virulent  to  kill  a  rabbit.  But  a  woman  died  of 
sepsis  in  a  colleague's  service,  and  this  gave  us  the  material 
we  sought.  Two-tenths  of  a  centigram  of  serum,  taken  from 
the  peritoneal  cavity  of  a  rabbit  which  had  died  from  sepsis 
induced  by  this  culture,  injected  into  the  peritoneal  cavity  of 
another  rabbit,  killed  the  latter  animal  in  two  and  a  half 
hours.  But  if  we  injected  a  lethal  dose  of  this  serum  into 
the  peritoneal  cavity  of  a  rabbit,  and  then  followed  it  with 
an  infusion  of  a  solution  of  metallic  iodin,  the  life  of  the 
rabbit  was  prolonged  six  times  what  it  would  be  otherwise. 

These  experiments  are  still  going  on,  and  I  only  give  you 
this  hint  in  order  that  others  of  you,  if  you  wish,  may  take 
them  up  in  conjunction  with  me. 

I  have  found  that  we  can  inject  with  perfect  safety  into 
the  peritoneal  cavity  of  a  rabbit  10  per  cent,  of  the  rabbit's 
total  body  weight,  provided  we  follow  it  with  an  equal  amount 
of  a  solution  of  metallic  iodin  in  the  strength  of  1  :  5000. 
Killing  these  rabbits,  taking  their  mesenteries  and  staining 
them,  we  found  no  evidences  of  exfoliation  of  the  endothelial 
cells,  differing  in  that  respect  from  all  known  antiseptics. 
We  find  that  this  drug  will  easily  kill  the  streptococcus, 
with  very  little  damage  to  the  peritoneum.  The  strength  of 
the  solution  is  one  to  five  thousand.  I  am  convinced,  so  far 
as  we  have  gone  in  this  matter,  that  we  have  in  an  aqueous 
solution  of  iodin  something  which,  for  the  time  being,  will 
prevent  the  action  of  streptococci.     All  the  animals  recov- 
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ered  where  we  stopped  short  of  administering  a  lethal  dose. 
I  do  not  know  that  I  can  say  anything  more  of  the  work 
that  we  have  been  doing  along  this  line,  but  we  are  trying  to 
find  out  something  that  will  kill  the  essential  cause  of  puer- 
peral sepsis,  and  which  can  be  applied  more  generally  than 
the  operative  treatment  that  bears  my  name. 

Dr.  Edwin  B.  Cragin. — I  have  been  working  at  the 
problem  from  a  little  different  side  from  that  of  Dr.  Pryor. 
Having  the  responsibility  of  the  Sloane  Maternity  Hospital, 
and  having  connection  with  the  Laboratory  of  the  College  of 
Physicians  and  Surgeons,  and  having,  as  we  do,  about  fourteen 
hundred  cases  annually  at  the  Sloane  Maternity  Hospital,  we 
are  brought  in  touch  with  obstetrics  from  a  practical  side,  and 
I  am  perfectly  free  to  admit  that  we  have  infection  occasion- 
ally, because  we  take  cases  if  undelivered,  no  matter  whether 
they  have  been  handled  by  midwives  or  tyros;  we  take  them 
whether  they  are  just  in  labor,  or  whether  they  have  been  in 
labor  for  several  days.  I  must  confess  that  occasionally 
cases  have  been  lost  from  infection  where  the  bacteriologist 
and  pathologist  have  been  unable  to  find  the  streptococcus. 
In  a  number  of  severe  cases  several  varieties  of  bacteria  have 
been  found  in  the  uterus,  but  we  must  admit,  however,  that 
the  most  severe  cases  usually  show  the  presence  of  the  strepto- 
coccus on  careful  examination. 

When  we  come  to  the  practical  management  of  puerperal 
infection  in  the  wards  of  the  Sloane  Maternity  Hospital,  if  I 
have  learned  anything  from  my  experience  there,  I  have  to 
put  forward  two  things  that  are  above  everything  else.  First, 
make  sure  that  the  uterus  is  emptied.  Second,  in  making 
sure  that  the  uterus  is  emptied,  do  just  as  little  damage  to 
the  inside  of  the  organ  as  possible.  This  brings  up  the 
question  of  curetage,  and  I  am  in  the  habit,  at  the  Sloane 
Maternity  Hospital,  of  dividing  curetage  in  this  wise:  Manual 
curetage  and  instrumental  curetage,  always  desiring  to  re- 
sort to  manual  curetage  where  it  is  possible.  First  of  all, 
if  the  temperature  does  not  decline  to  normal,  or  practically 
so,  after  the  intrauterine  douche,  one  should  make  sure  that 
the  uterus  is  emptied  by  means  of  the  finger  or  fingers.  If 
the  finger  is  not  able  to  get  in  and  remove  the  debris  in  the 
uterus,  use  the  curet  merely  as  a  substitute  for  the  finger 
(I  refer  now  to  a  blunt  but  stiff  curet),  remembering  always 
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that  this  is  to  be  done  with  the  least  possible  abrasion  to  the 
inside  of  the  uterus,  because  by  opening  up  new  avenues  we 
may  cause  a  general  infection.  If  the  infection  is  local, 
instead  of  leaving  the  case  alone  and  taking  our  chances,  we 
believe  that  the  morbidity  of  patients  is  very  much  decreased 
by  going  in  and  making  sure  that  the  uterus  is  emptied. 
Furthermore,  patients  who  are  suffering  from  toxemia,  or 
what  is  sometimes  called  sapremia,  are  in  just  the  condition 
for  starting  up  a  septicemia,  if  um-elieved. 

In  regard  to  hysterectomy  or  any  severe  abdominal  oper- 
ation in  these  cases,  I  believe  it  is  seldom  indicated  in  a 
maternity  hospital.  The  late  cases,  with  pus  tubes  and 
abscesses  in  the  uterus  or  pelvis,  we  all  believe  ought  to  be 
operated  on. 

Dr.  J.  Whitridge  Williams. — My  views  concerning  j^uer- 
peral  infection  are  pretty  well  known  to  most  of  you,  and  at 
this  time  I  have  but  little  to  add  to  what  I  have  already  said 
upon  several  occasions. 

I  notice  that  Dr.  Vineberg  considers  that  the  bacterio- 
logic  examination  of  the  uterine  lochia  and  of  the  circulat- 
ing blood  is  of  very  little  value  in  the  class  of  cases  under 
consideration.  From  my  own  experience,  however,  I  must 
take  a  decided  stand  against  such  teachings,  for  the  reason 
that  the  more  I  have  seen  of  puerperal  infection  the  more  I 
have  become  convinced  of  the  value  of  such  examinations. 
At  the  same  time  I  am  quite  ready  to  admit  that  in  some 
cases  such  an  examination  does  not  give  us  definite  indications 
as  to  the  treatment;  but,  nevertheless,  I  am  convinced  that 
we  usually  obtain  from  it  most  important  information  as  to 
the  condition  of  the  patient  and  the  probable  outcome  of  the 
infection.  We  are  all  aware  that  the  clinical  signs  of  a  be- 
ginning infection  give  no  idea  as  to  its  seriousness,  nor  are 
they  of  value  in  determining  the  bacteria  concerned,  and  I 
know  of  no  other  means  by  which  this  information  can  be 
obtained  except  by  a  careful  bacteriologic  examination. 

It  is  always  a  great  comfort  to  me,  whenever  I  have  to  deal 
with  a  woman  presenting  a  high  temperature  and  rapid  pulse 
following  labor,  to  know  whether  the  uterus  contains  bacteria, 
and,  if  so,  what  is  their  nature.  If  the  symptoms  are  grave, 
and  I  can  demonstrate  streptococci  in  the  lochia,  I  am  always 
dubious  as  to  the  outcome,  and  consider  the  patient  in  serious 
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danger.  On  the  other  hand,  another  patient  may  present  the 
same  symptoms,  while  her  lochia  may  contain  only  gonococci; 
and  in  such  cases  I  give  mj^self  no  concern  as  to  the  immediate 
outcome.  If  the  colon  bacillus  is  present,  the  condition  is 
more  serious,  but  hardly  likely  to  end  fatally;  while  the 
demonstration  of  the  ordinary  putrefactive  bacteria  does 
away  with  all  cause  for  alarm. 

I  have  already  said  that  we  do  not,  as  a  rule,  obtain  any 
positive  information  as  to  the  treatment  to  be  pursued  from 
such  an  examination,  for  the  reason  that  I  treat  all  of  my 
cases  practically  alike;  but  from  a  prognostic  point  of  view 
we  cannot  overestimate  its  value.  At  the  same  time  I  am 
quite  prepared  to  admit  that  the  method  is  not  perfect,  and 
that  it  sometimes  leads  us  astray.  For  example,  last  Sunday 
I  saw  a  patient  who  w^as  apparently  profoundly  infected 
followdng  a  criminal  abortion,  but  the  uterine  and  blood 
cultures  were  negative.  Exactly  to  what  her  condition  was 
due  I  am  not  prepared  to  state.  Notwithstanding  this 
instance,  as  well  as  several  others  in  which  the  bacteriologic 
examination  was  of  no  value,  I  am  an  enthusiastic  advocate 
of  its  employment,  as  it  has  frequently  afforded  me  most 
valuable  information,  and  saved  me  from  a  large  amount  of 
worry. 

On  the  other  hand,  it  must  be  admitted  that  even  after  the 
identification  of  the  bacteria  concerned,  one  is  not  always 
prepared  to  predict  the  outcome  of  the  infection.  This  is 
particularly  the  case  when  streptococci  are  present,  since  we 
are  unable  to  determine  the  virulence  of  the  organism  or  the 
resistance  of  the  patient;  and  upon  these  two  factors,  of 
course,  depend  the  prognosis.  But,  at  the  same  time,  the 
mere  demonstration  of  streptococci  in  a  woman  who  is  appar- 
ently seriously  sick  should  always  cause  one  to  regard  the 
condition  as  most  serious. 

My  experience  with  the  examination  of  the  circulating  blood 
is  not  so  extensive,  but,  particularly  in  streptococcus  cases, 
the  presence  of  bacteria  can  be  demonstrated  much  more 
frequently  than  is  generally  believed.  Of  course,  in  all  such 
cases  the  jDatient's  condition  is  much  more  serious  than  when 
the  bacteria  are  confined  to  the  uterine  cavity;  but  at  the 
same  time  the  prognosis  is  not  necessarily  hopeless,  as  I  have 
seen  a  considerable  number  of  such  cases  recover. 
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Taking  up  the  treatment  of  the  disease,  which  is  the  matter 
particularly  under  discussion,  you  all  know  my  views  con- 
cerning it,  and  that  I  advise  strongly  against  the  use  of  the 
curet  in  all  cases,  but  particularly  when  streptococci  are 
present.  Under  the  latter  circumstances,  I  consider  that  the 
operation  is  always  harmful,  and  believe  that  the  bad  results 
of  many  practitioners  are  due  far  more  to  the  line  of  treatment 
followed  than  to  the  infection  itself.  Accordingly,  in  such 
cases  I  never  think  of  using  the  curet,  and  after  giving  a 
single  large  douche  of  salt  solution  I  leave  the  patient  entirely 
alone  so  far  as  local  treatment  is  concerned,  and  rely  upon  the 
administration  of  stimulants,  such  as  whiskey  and  strychnin, 
and  as  liberal  a  diet  as  the  patient  can  stand.  On  the  other 
hand,  when  the  infection  is  due  to  putrefactive  organisms, 
and  the  uterus  contains  large  amounts  of  necrotic  material,  I 
remove  it  by  means  of  the  finger;  so  that,  in  my  practice, 
the  curet  is  no  longer  employed  in  puerperal  infection;  and, 
indeed,  the  only  use  I  make  of  it  in  my  obstetric  work  is  to 
supplement  the  finger  in  occasional  cases  of  abortion  in  which 
placental  remnants  remain  and  cannot  otherwise  be  separated. 

Passing  on  to  the  consideration  of  the  operative  treatment 
of  puerperal  infection,  I  would  say  that  I  consider  that  its 
field  is  extremely  limited,  and  that  a  great  part  of  the  present 
enthusiasm  for  it  will  shortly  disappear.  Of  course,  in  the 
latter  part  of  the  puerperium,  when  phlegmons  develop  in  the 
broad  ligament,  or  a  pyosalpinx  or  ovarian  abscess  is  detected, 
the  evacuation  of  the  pus  by  vaginal  puncture  or  laparotomy, 
as  may  seem  most  advisable,  is  urgently  indicated.  Likewise, 
in  the  very  rare  cases  of  densely  adherent  placenta  which  can- 
not be  removed  by  any  other  means,  as  well  as  when  the 
uterine  wall  is  studded  with  abscesses,  hysterectomy  is  clearly 
indicated,  and  its  justifiability  is  admitted  by  everyone. 
But,  with  the  exception  of  such  cases,  I  consider  that  the 
field  for  operative  interference  is  very  narrow,  and  its  advis- 
ability is  still  open  to  discussion.  I  have  seen  only  two  cases 
in  my  experience  in  which  operative  interference  seemed 
clearly  called  for.  In  one  of  them  several  attempts  had  been 
made  at  intervals  of  some  days  to  remove  a  densely  adherent 
placenta,  with  only  partial  success.  When  I  saw  the  patient 
she  was  profoundly  infected,  and  at  least  half  of  the  placenta 
was  so  firmly  adherent  to  the  uterine  wall  that  it  could  not  be 
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loosened  by  the  finger.  In  this  case  I  felt  that  hysterectomy 
presented  the  only  chance  of  saving  the  patient,  but  the 
operation  was  refused.  In  the  other  case,  upon  which  I 
operated,  there  was  a  large,  thrombosed  vessel,  the  size  of  a 
thumb,  cqrning  off  from  the  right  side  of  the  uterus.  This  was 
removed  and  the  patient  made  a  complete  recovery. 

As,  with  the  exception  of  the  ordinary  pus  cases,  these  two 
represent  my  entire  experience  with  operations  for  the  cure 
of  pueiperal  infection,  I  cannot  indorse  the  views  of  Tuffier, 
advanced  at  the  recent  congress  in  Rome,  when  he  advocated 
operating  on  all  cases  in  which  the  outcome  appeared  hopeless, 
believing  that  it  was  better  to  operate  than  to  leave  the 
patient  alone — merely  for  the  sake  of  appearing  to  be  doing 
something.  Such  teaching  I  believe  is  extremely  harmful,  as 
not  a  few  apparently  hopeless  cases  recover  most  unexpectedly, 
and  I  consider  that  its  adoption  as  a  routine  practice  would 
sacrifice  far  more  women  than  it  would  save.  At  the  present 
time,  therefore,  I  do  not  believe  that  we  can  be  too  con- 
servative in  the  matter,  and  consider  that  the  physician  will 
do  best  for  his  patients  who  operates  upon  infected  cases  only 
under  the  clearest  and  most  pressing  indications. 

Dr.  jMatthew  D.  Mann. — There  is  one  germ  v/hich  some- 
times attacks  a  puerperal  woman,  Avhich  has  not  been  men- 
tioned, and  that  is  the  gonococcus.  Cases  of  gonococcus 
infection  generally  show  themselves  rather  late,  coming  on 
sometimes  as  late  as  the  tenth  day  or  even  later.  But  they 
are  usually  not  very  severe.  Recently  I  saw  a  case  which  I 
think  should  be  put  on  record,  for  it  was  a  very  remarkable 
one.  I  saw  the  woman  in  consultation.  The  patient  had 
been  sick  for  more  than  a  week,  with  a  temperature  ranging 
from  107°  to  108°  F.  for  a  number  of  days  before  I  saw  her. 
Strange  to  say,  her  pulse  was  not  exceedingly  rapid;  it  was 
under  120.  Examination  of  the  discharges  by  several  com- 
petent bacteriologists  showed  a  pure  culture  of  the  gono- 
coccus. There  was  no  other  germ  present  in  any  of  the 
secretions.  We  thought  possibly  that  the  condition  would 
localize  itself  and  she  would  recover;  but  the  joints  v/ere 
affected,  as  well  as  the  heart,  and  the  patient  eventually  died, 
after  running  a  course  of  nearly  three  weeks,  with  a  high 
temperature  all  the  time,  reaching  111°  F.  before  she  died. 

These  cases  are  rare.     It  is  the  only  one  I  ever  saw.    I  have 


110       THE  TREATMENT  OF  PUERPERAL  SEPStS. 

seen  other  cases  of  gonorrheal  infection  following  labor  that 
were  mild,  the  infection  localizing  itself  in  the  tubes.  These 
recovered. 

I  desire  to  speak  of  one  other  point,  and  that  is  the  treat- 
ment of  streptococcic  infection  as  illustrated  in  a  case  I  saw 
recently.  This  patient  had  a  marked  infection ;  cultures  were 
made,  and  examination  proved  it  to  be  pure  streptococcus 
infection.  The  cervix  was  covered  with  a  diphtheritic-like 
membrane,  also  the  perineum,  which  was  ruptured,  and  the 
patient's  condition  was  a  serious  one.  We  painted  the  cervix 
with  strong  tincture  of  iodin,  packed  around  it  with  iodoform 
gauze,  but  did  not  make  any  curetment.  We  did  not  open 
the  culdesac,  as  I  have  done  in  other  cases  with  great  satis- 
faction, but  depended  largely  on  the  silver  salts.  The  patient 
was  simply  covered  with  Crede  ointment,  which  was  carefully 
rubbed  in  and  repeated  every  few  hours,  and  finally  we  made 
an  injection  of  the  Crede  salts  into  the  veins.  The  patient 
improved  under  this  treatment,  and  eventually  recovered, 
although  it  was  one  of  those  cases  in  which  anybody  would 
give  a  very  grave  prognosis.  In  this  case  the  silver  salt  was 
pushed  to  its  utmost  limit,  and  that  is  very  essential  if  we 
expect  to  get  good  results.  Those  are  the  only  two  points  I 
wish  to  make. 

Dr.  W.  Gill  Wylie. — I  do  not  wash  to  take  an  extreme 
view  in  considering  this  subject,  but  I  believe,  by  strictly 
adhering  to  modern  methods  of  prevention,  a  great  deal  can 
be  done  toward  making  puerperal  infection  comparatively 
rare,  particularly  if  patients  have  the  proper  persons  to  take 
care  of  them.  My  experience  with  cases  of  puerperal  infection 
extends  over  a  period  of  about  thirty  years.  Twenty  years 
ago  there  was  very  little  known  or  said  about  the  surgical 
treatment  of  puerperal  infection,  and  very  little  was  known 
at  that  time  in  regard  to  its  jorevention.  The  cases  then  were 
invariably  fatal,  so  much  so  that  eight  out  of  ten  that  came 
to  the  hospital  we  thought  would  die.  We  expected  to  sign 
death  certificates  for  them.  There  is  no  question  but  what 
surgical  intervention  has  revolutionized  our  views  in  regard 
to  these  cases.  Of  my  first  nine  cases  treated  in  Bellevue, 
which  were  selected  as  test  cases  of  puerperal  fever,  seven 
were  cured  by  local  treatment.  I  believe  a  great  deal  can  be 
done  in  the  worst  forms  of  puerperal  sepsis,  but  I  am  satisfied 
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from  what  Dr.Cragin  has  said  that  many  mistakes  can  be  made 
There  are  surgical  points  about  the  treatment  that  are  not 
well  understood  and  are  not  thoroughly  carried  out.  We 
ought  to  empty  the  uterus  in  almost  every  case  of  strepto- 
coccus infection,  because  in  leaving  material  in  the  uterine 
cavity  it  serves  as  a  nidus  for  germs.  My  experience  has  been 
that  I  have  lost  very  few  of  these  cases  by  thorough  treatment. 
After  emptying  the  uterus  there  is  something  else  to  do. 
We  should  wash  it  out  with  ordinary  saline  solution  until  we 
wash  away  the  material  on  which  the  germs  feed.  When 
the  uterus  is  septic,  it  is  soft  and  patulous.  When  the  patient 
is  in  bed,  drainage  is  faulty.  Drainage  is  very  important  in 
these  cases,  if  there  is  material  left  in  the  uterine  cavity.  If 
we  do  not  empty  the  uterus  of  any  accumulation  in  it,  it 
becomes  a  splendid  bed  for  bacteria.  Even  the  simpler  cases 
of  puerperal  fever  should  not  be  let  alone.  Something  should 
be  done  for  them,  and  we  should  not  let  nature  fight  the 
battle  alone.  That  would  be  bad  practice.  If  the  uterus  is 
not  drained,  we  may  have  infection  of  the  sinuses,  and  then 
we  will  have  phlebitis  and  other  conditions  which,  if  not 
dangerous  to  life,  are  certainly  troublesome.  We  should  carry 
out  the  simple  rule  of  emptying  the  uterus  with  the  fingers, 
if  possible.  I  rarely  use  the  curet,  but  I  have  a  forceps,  made 
especially  for  use  in  these  cases,  with  which  I  can  remove 
adherent  and  loose  tissue  which  cannot  be  gotten  out  with 
the  finger.  I  rarely  use  a  curet  unless  it  has  a  broad  hook 
with  a  blunt  end.  I  cannot  lay  too  much  stress  on  the  im- 
portance of  free  and  continued  drainage,  but  not  with  gauze. 
Instead  of  washing  out  the  uterus  once,  I  wash  it  out  four  or 
five  times.  If  the  temperature  does  not  rise,  if  it  falls  in  the 
first  six  hours,  you  will  cure  the  case.  The  great  point  is  to 
wash  out  the  debris  from  the  uterus,  no  matter  whether  you 
use  an  antiseptic  or  not. 

As  to  operating  on  cases  of  puerperal  infection,  I  am  satisfied 
that  if  an  expert  surgeon  sees  these  cases  early  enough, 
even  in  the  worst  forms  of  puerperal  fever,  not  only  where 
there  is  local  abscess  formation,  but  where  it  involves  the 
Fallopian  tubes,  he  can  save  them  by  vaginal  hysterectomy 
and  drainage. 

Dr.  Edward  P.  Davis. — While  bacteriologic  examination 
is  not  of  direct  value  in  the  treatment  of  puerperal  septic 
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infection,  the  information  which  it  gives  is  sufficiently  useful 
in  diagnosis  and  prognosis  to  justify  the  employment  of  the 
method. 

In  the  surgical  treatment  of  these  cases  the  general  propo- 
sition holds  good,  namely,  that  pus  should  be  evacuated 
wherever  it  is  found.  In  cases  where  fluctuation  in  the 
posterior  culdesac  is  found  by  vaginal  examination,  free 
incision  is  indicated,  followed  by  drainage  with  gauze.  Occa- 
sionally a  collection  of  pus  in  the  abdominal  cavity  can  be 
detected,  when  incision  of  the  abdominal  wall  and  drainage 
are  indicated. 

Hysterectomy  has  occasioned  much  disappointment  in  these 
cases,  and  when  the  uterus  is  not  the  site  of  a  pathologic 
lesion  other  than  septic  infection,  hysterectomy  is  indicated 
only  in  those  cases  of  adherent  placenta  which  resist  the 
usual  methods  of  removal.  These  are  extremely  rare.  A 
puerperal  uterus  containing  a  suppurating  fibroid  evidently 
demands  hysterectomy. 

When  septic  infection  occurs,  the  physician's  first  duty  is 
to  make  sure  that  the  uterus  is  empty  and  surgically  clean. 
The  hand  covered  with  a  rubber  glove  is  not  an  efficient 
curet,  and  in  many  cases  the  finger  is  not  long  enough  to 
reach  to  the  fundus.  A  blunt-edged,  large,  flushing  curet 
used  gently  but  thoroughly  has  given  satisfaction,  accompanied 
by  prolonged  irrigation  with  salt  solution  or  1  per  cent,  lysol. 

In  cases  which  have  failed  to  improve  after  cleansing  the 
uterus  and  in  which  no  abscess  could  be  found,  I  have  had 
good  results  by  opening  the  abdomen.  In  these  cases  a  slowly 
advancing  infection  of  the  tissues  about  the  uterus,  tubes,  and 
ovaries  is  present  and  adhesions  which  are  easily  separated 
are  usually  found.  These  adhesions  should  be  gently  broken 
up,  the  tissues  thoroughly  inspected,  collections  of  pus  drained, 
and  then  the  posterior  culdesac  opened,  the  uterus,  tubes, 
and  ovaries  brought  into  normal  position,  and  a  packing  of 
gauze  inserted  into  the  pelvis  to  support  them  and  to  drain 
the  pelvic  cavity.  The  end  of  this  gauze  is  carried  through 
into  the  vagina  and  is  gradually  removed  through  the  vagina. 
The  abdominal  incision  is  completely  closed. 

The  administration  of  normal  salt  solution  is  of  great  value 
in  septic  cases,  and  the  method  by  which  it  is  given  must 
depend  upon  the  conditions  present.     If  the  necessity  arises 
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for  operation  under  ether  during  septic  infection,  this  oppor- 
tunity may  be  utilized  to  give  intravenous  sahne  transfusion. 
Three  unusual  varieties  of  puerperal  infection  have  come 
under  my  notice  within  the  last  few  years.  In  three  cases  the 
bacillus  coli  communis  of  intestinal  origin  caused  death  after 
labor  by  setting  up  general  peritonitis.  The  genital  tract  in 
these  patients  was  found  upon  bacteriologic  examination  to 
be  uninfected. 

Diphtheritic  infection  of  the  vagina  following  abortion 
occurred  in  another  patient.  The  variety  of  infection  was 
proved  by  bacteriologic  examination.  Antitoxin  was  em- 
ployed and  the  patient  recovered. 

A  patient  died  after  rapid  easy  labor  without  complications, 
'wdth  symptoms  of  puerperal  septic  infection.  Upon  autopsy 
a  severe  and  long-continued  malarial  intoxication  was  found 
to  be  the  cause  of  death. 

Dr.  Malcolm  McLean. — In  discussing  a  paper  on  this 
subject  and  of  this  kind,  we  should  bear  in  mind  what  is  the 
usual  practice  which  we  find  in  our  consultation  cases.  In 
my  experience,  which  has  been  considerable  for  the  last 
twenty  years,  in  these  cases  I  have  found  that  the  use  of  the 
curet  has  become  a  uniform  method  of  treatment  in  the 
hands  of  the  average  obstetrician,  and  even  the  sharp  curet 
is  used  by  a  great  many  practitioners,  with  the  consequence, 
as  pointed  out  by  Dr.  Pryor  and  others,  that  the  mortality 
has  been  increased  enormously  in  septic  cases  by  this  means. 
The  curet  is  a  dangerous  instrument.  It  is  not  only  in- 
efficient, but  dangerous  in  average  hands.  It  is  dangerous  in 
almost  anyone's  hands,  therefore  I  think  it  should  be  put 
aside  or  used  most  carefull3^  Emptying  of  the  uterus  in 
these  cases  is  an  absolute  necessity,  especially  where  there  is 
evidence  of  putrid  absorption,  attended  with  chill  and  high 
temperature,  the  temperature  rising  suddenly  to  a  high  degree, 
which  is  almost  an  absolutely  sure  indication  that  there  is 
detritus  remaining  in  the  uterus,  which  is  the  starting  process. 
We  should  leave  the  endometrium  alone  as  much  as  possible, 
using  proper  forceps  to  remove  decomposing  tissues. 

In  this  connection  I  want  to  say  that  the  next  thing  which 
I  find  constantly  preceding  any  visit  I  make  in  consultation 
in  these  cases  is  the  general  use  of  the  intrauterine  irrigation 
tube.     It  has  its  place  in  washing  out  detritus  from  the 

Gyn  Soc  8 


114       THE  TREATMENT  OF  PUERPERAL  SEPSIS. 

uterus.  I  question  the  propriety  or  safety  of  repeating  these 
washings  frequently.  In  my  own  personal  work  I  do  not 
repeat  them.  The  general  use  of  the  intrauterine  irrigation 
tube  for  washing  out  the  uterus  is  a  rather  dangerous  method 
of  treatment.     I  therefore  wish  to  emphasize  those  two  points. 

I  want  to  say  a  word  or  two  in  regard  to  the  use  of  iodin. 
I  think  it  is  fully  sixteen  years  that  I  have  been  talking  about 
iodin  in  these  cases,  and  I  strongly  recommend  its  use. 
How  do  I  use  it?  I  take  compound  tincture  of  iodin,  which 
has  the  advantage  of  watery  solubility,  and  with  the  com- 
pound tincture,  saturating  a  sponge  of  cotton,  I  carry  it  up 
into  the  uterus,  allow  it  to  remain  a  few  minutes,  it  absorbs; 
it  mechanically  coagulates  the  products  which  cause  these 
troubles.  It  is  a  germicide,  and  it  is  so  soluble  that  it  will 
be  found  in  the  saliva  and  urine  in  a  few  minutes,  showing 
that  it  is  taken  up  from  the  diseased  uterus. 

The  usefulness  of  this  drug  can  be  shown  in  many  ways  in 
these  cases,  and  I  will  not  consume  the  time  of  the  Society  in 
going  into  details,  but  I  wish  to  recommend  this  one  remedy 
in  the  treatment  of  septic  cases,  as  the  most  valuable  anti- 
septic at  our  disposal. 

Dr.  Henry  D.  Fry. — I  am  sorry  that  I  did  not  hear  the 
paper  that  was  read  this  morning,  but,  judging  from  the  ab- 
stract of  it,  it  seems  that  the  author  recommended  the  use  of 
the  curet  irrespective  of  the  germ  producing  the  infection. 
Our  practice  at  the  Columbian  Hospital,  where  we  have  a 
large  number  of  maternity  cases,  in  the  beginning  of  sepsis, 
where  the  infection  seems  to  be  confined  to  the  uterine  cavity, 
is  to  give  a  good,  thorough  cleansing  of  the  uterus,  after 
having  taken  a  culture;  then  any  active  treatment  of  the 
uterus  is  suspended  until  the  result  of  that  culture  is  known. 
If  there  are  retained  pieces  of  placenta,  of  blood  clots,  and  if 
there  is  a  foul  odor,  the  indication  for  cleaning  out  the  uterus 
is  clear.  But  if,  on  the  contrary,  the  culture  shows  that  the 
streptococcus,  the  staphylococcus,  the  colon  bacillus,  the 
gonococcus,  or  any  of  these  infective  agents  is  the  cause  of 
the  trouble,  we  let  the  uterus  alone.  I  believe  the  curet 
does  a  great  deal  of  harm  in  cases  of  streptococcic  infection. 
If  we  have  streptococci  infecting  the  musculature  of  the  uterus, 
we  cannot  possibly  reach  them  with  the  curet,  and  in  the 
large  majority  of  cases  of   streptococcus  infection  there  is  a 
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localized  area  of  infection.  It  is  not  general.  Nature  is 
attempting  to  protect  the  patient  by  throwing  out  a  pro- 
tective zone  of  inflammatory  tissue  in  which  there  are  a 
number  of  leukocytes,  and  the  streptococci  are  kept  out.  It 
is  simply  a  local  area  that  is  infected,  and  if  we  use  the  curet 
we  break  down  this  protective  zone,  we  stir  up  matters,  so 
that  the  streptococci  gain  entrance  to  the  system,  and  we  have 
a  general  systemic  infection.  I  have  seen  cases  of  criminal 
abortion,  attended  with  septic  conditions,  do  fairly  well  until 
the  curet  was  used,  and  after  its  use  the  patients  have 
generally  died  in  a  few  days.  I  have  seen  this  repeatedly. 
I  should  make  a  distinction  between  puerperal  sepsis,  accord- 
ing to  the  agent  producing  the  infection,  and  take  culture 
tests,  and  then  let  our  treatment  be  guided  by  the  result  of 
the  culture. 

Another  point  in  regard  to  the  prevention  of  puerperal 
infection  is  the  use  of  rubber  gloves  in  obstetric  work,  both 
in  private  and  hospital  practice.  We  used  to  have  puerperal 
cases  in  which  there  were  grumbling  temperatures  for  months, 
depending  upon  the  changing  of  internes  on  duty.  These 
temperatures  would  decline  until  the  next  internes  came  on 
duty.  But  since  the  use  of  rubber  gloves,  this  has  dis- 
appeared. We  no  longer  have  these  threatened  cases  of 
puerperal  sepsis. 

Dr.  Robert  A.  Murray. — I  am  interested  in  this  subject, 
because  it  has  been  discussed  from  a  practical  standpoint. 
We  have  been  told  that  the  curet  is  a  dangerous  instrument. 
We  have  also  been  informed  that  a  comparatively  common 
mode  of  practice  among  certain  practitioners  in  cases  of 
puerperal  sepsis  is  to  use  the  intrauterine  irrigation  tube. 
Gentlemen,  I  believe  there  is  a  medium  ground  for  us  to  take 
in  this  matter.  I  question  to-day,  if  any  member  of  this 
Society  were  to  see  an  ordinary  case  of  puerperal  sepsis, 
whether  his  first  impulse  would  not  be  to  find  out  what  is  in 
the  uterus,  and  if  there  was  any  debris  that  he  could  not  detach 
with  his  fingers  he  would  either  use  the  curet  or  a  douche 
to  clean  it  out,  no  matter  how  deep  the  infection,  and  no 
matter  whether  the  infection  be  due  to  streptococcic,  pyogenic, 
or  septic  organisms.  When  we  treat  a  case  of  gonorrhea,  we 
do  not  give  one  injection  and  leave  the  patient  alone;  we 
are  not  going  to  be  successful  in  treating  gonorrhea  in  that 
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way.  There  is  not  one  of  you  but  will  say  Amen  to  that. 
When  we  have  an  infected  uterus,  we  should  wash  it  clean, 
and  in  certain  cases  we  have  to  resort  to  irrigation.  In  these 
cases,  if  we  examine  the  uterus,  we  will  find  that  the  mucous 
membrane  is  velvety  and  swollen.  Even  if  we  feel  that  the 
mucous  membrane  is  infected  and  the  musculature  of  the 
organ  is  not  infected,  as  proven  by  its  firmness,  and  can  use 
hot  water  to  make  it  contract,  it  should  be  done.  But  we 
may  have  to  take  away  a  large  portion  of  the  membrane,  and 
if  in  doing  it  we  do  not  remove  the  debris  thoroughly,  we 
will  have  a  focus  of  infection  left.  So  I  believe  it  amounts 
to  this:  each  man  will  do  what  he  thinks  is  best  for  the 
individual  case. 

I  believe  that  a  bacteriologic  examination  should  be  made 
of  the  secretions  or  discharges  in  these  cases,  as  it  may  influ- 
ence us  to  modify  our  treatment  somewhat.  We  should  bear 
in  mind  the  use  of  saline  solution,  hypodermoclysis,  and 
large  amounts  of  whiskey.  All  of  us  can  recall  case  after  case 
that  was  seemingly  desperate,  yet  the  patient  has  gone  on  and 
recovered  under  comparatively  simple  measures  of  treatment. 

Great  care  should  be  taken  to  prevent  reinfection.  In  this 
connection  I  would  emphasize  the  importance  of  cleaning  the 
vagina.  I  have  seen  a  number  of  cases  in  which  I  felt  infection 
occurred  from  laceration  of  the  vagina  with  forceps  and  a 
laceration  of  the  anterior  vaginal  wall;  yet  after  disinfection 
and  thoroughly  cleansing  the  uterus  and  vagina,  the  patients 
have  gone  on  to  recovery.  These  desperately  sick  women 
ought  to  be  nourished  and  strengthened,  so  that  they  will  have 
a  chance  to  get  well  without  surgical  intervention. 

Dr.  Hermann  J.  Boldt. — Experience  has  taught  me,  so 
far  as  the  treatment  of  puerperal  sepsis  is  concerned,  that  a 
bacteriologic  examination  of  the  secretions  from  the  vagina 
or  the  uterus,  or  a  bacteriologic  examination  of  the  blood, 
does  not  give  us  any  indication  whatever,  because  many  of 
these  patients  have  a  mixed  infection,  that  is,  both  strepto- 
cocci and  staphylococci  are  found  in  the  uterus,  or  in  the 
secretions  of  the  uterus,  and  they  frequently  have  very  mild 
clinical  symptoms,  so  that  operative  intervention  is  not 
indicated. 

In  regard  to  the  examination  of  the  blood,  I  will  say  that 
in  all  patients  that  come  under  my  care,  both  an  examination 
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of  the  secretions  and  of  the  blood  have  been  invariably  made. 
In  patients  who  showed  bacteria  in  the  blood,  even  pure 
streptococcus  and  pure  staphylococcus  infection,  because  their 
general  condition  did  not  seem  to  indicate  the  necessity  of 
surgical  intervention,  operative  measures  were  not  undertaken. 
They  were  let  alone  and  recovered.  On  the  other  hand,  we 
must  realize  the  fact  that  very  many  patients  show  absolutely 
no  organisms  in  the  blood,  yet  they  die;  so  that,  as  the  result 
of  the  accumulated  experiences,  a  bacteriologic  examination 
in  such  cases  does  not  give  us  a  clue  as  to  the  indications  for 
treatment.  As  Dr.  McLean  has  pointed  out,  in  a  number  of 
cases  operation  is  undertaken  or  urged  by  the  general  family 
practitioner  the  moment  he  thinks  there  is  a  little  rise  of 
temperature,  and  I  believe  these  cases  afford  or  furnish  a 
greater  rate  of  mortality  than  the  other  class.  The  same  may 
be  said  of  intrauterine  irrigation  as  of  the  use  of  the  curet. 

So  far  as  hysterectomy  is  concerned,  I  do  not  believe  it  is 
of  any  avail  in  the  severe  cases  of  puerperal  infection,  that  is, 
in  the  foudroyante  forms,  where  the  patient  dies  within  a  few 
days.  We  are  not  any  farther  advanced  with  regard  to  the 
treatment  of  puerperal  infection  to-day,  so  far  as  active  work 
on  our  part  is  concerned,  than  we  were  ten  years  ago. 

Dr.  Seth  C.  Gordon. — A  word  or  two  in  regard  to  the 
medical  treatment  of  puerperal  infection.  I  believe  surgical 
treatment  in  these  cases,  as  has  been  hinted  at  by  Dr.  Boldt, 
is  undertaken  too  early.  Let  us  take,  for  instance,  those 
cases  where  we  get  pus.  If  we  have  pus  in  the  Fallopian 
tubes,  the  abscesses  should  not  be  opened  until  we  are  quite 
certain  that  we  can  make  a  straight  incision  from  the  vaginal 
vault  into  the  abscess  cavity,  without  having  any  doubt  as 
to  whether  the  tube  is  united  to  the  top  of  the  vaginal  wall. 
Every  time  we  make  an  abrasion  in  ^the  uterus  with  the 
curet,  or  with  the  knife  in  the  vagina  or  anywhere  else, 
unless  we  go  straight  to  the  point  of  infection,  we  open  up  a 
new  avenue  of  infection,  as  hinted  at  by  Dr.  Pryor,  and  are 
doing  a  great  deal  of  harm.  We  see  very  few  cases  of  puer- 
peral infection  in  the  city  of  Portland,  yet  occasionally  they 
occur.  I  have  seen  quite  a  number  in  consultation,  and  the 
attending  physician  is  generally  under  the  impression  that 
some  surgical  work  should  be  undertaken,  and  that  is  the 
reason  very  largely  why  I  am  called.     He  calls  the  surgeon 
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to  do  a  vaginal  hysterectomy,  to  open  the  vagina,  to  take 
out  a  pus  tube,  to  curet,  or  to  do  some  of  these  things.  I 
beheve  we  should  operate  in  pus  cases  when  we  are  sure  that 
we  can  make  a  direct  opening  •per  vaginam  into  the  pus  tube 
itself,  and  not  open  up  a  new  point  of  infection  in  so  doing. 

The  curet  for  the  uterus  is  almost  out  of  date,  or  should 
be.  I  believe  in  washing  out  the  uterus  with  saline  solution 
and  repeating  it.     I  do  not  think  one  washing  is  enough. 

One  of  the  most  efficient  remedies  in  tliis  class  of  cases  is 
large  doses  of  quinin,  frequently  repeated.  I  do  believe  it 
is  one  of  the  most  valuable  agents  we  have.  I  have  seen 
two  or  three  cases  reinfected  at  new  points,  simply  because 
an  effort  was  made  to  get  into  a  pus  tube  which  was  not 
yet  ready  to  be  opened.  The  patient  was  thereby  reinfected, 
and  was  made  much  worse.  In  my  opinion,  surgical  inter- 
vention is  to  be  carefully  guarded  against  as  much  as  possible, 
and  is  to  be  undertaken  rather  late. 

Dr.  H.  G.  Wetherill  (by  invitation). — I  would  like  to 
invite  the  attention  of  the  members  of  the  Society  to  the  con- 
sideration of  one  phase  of  the  treatment  of  puerperal  infection 
which  has  not  been  touched  upon  either  in  the  paper  or  in  the 
discussion,  also  to  urge  that  it  is  necessary  to  differentiate 
between  an  infection  which  occurs  after  an  abortion  and  an 
infection  which  occurs  after  labor  at  term.  In  one  case  we 
commonly  find  a  uterus  with  considerable  detritus  left  in  its 
cavity,  which  must  of  necessity  be  removed.  In  the  other 
case  we  usually  have  an  empty  uterus  in  which  the  curet 
is  not  indicated. 

The  discussion  of  this  subject  is  not  complete  without  an 
allusion  to  a  method  of  treatment  of  these  cases  which  has 
been  before  American  physicians  for  several  years,  but  which 
has  not  been  generally  adopted.  I  allude  to  the  alcohol 
method  of  irrigation,  or  the  Carosso  method,  brought  to  our 
attention  by  Dr.  Edward  J.  Ill,  of  Newark,  New  Jersey,  some 
seven  or  eight  years  ago.  First,  it  depends  for  success  very 
much  upon  the  localization  of  the  infection.  In  the  second 
place,  it  depends  upon  drainage,  and  when  I  refer  to  drainage 
I  do  not  mean  drainage  with  gauze,  but  drainage  with  a  tube. 
If  we  wish  to  succeed,  we  must  treat  these  infections  as  we 
treat  like  infections  elsewhere.  In  such  cases  we  often  dam 
back  into  the  uterus  with  gauze  large  or  small  accumulations 
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of  nasty  material  which  should  have  come  away.  If  we  make 
provision  by  the  use  of  drainage  tubes  of  large  size  for  washing 
away  tliis  material,  we  can  accomplish  a  great  deal.  My 
plan  is  to  use  a  large  double-current  rubber  tube,  which  goes 
clear  to  the  fundus,  so  that  the  irrigating  fluid  can  be  thrown 
into  one  leg  of  the  tube  and  w^ashed  out  through  the  other. 
These  irrigations  can  be  put  in  the  hands  of  the  nurse,  and 
if  we  follow  the  suggestion  of  Garosso  and  use  alcohol,  employ- 
ing the  alcohol  in  a  strength  of  50  or  100  per  cent.,  we  accom- 
plish much,  for  it  is  a  non-toxic  disinfectant,  and  one  of  the 
safest  and  most  effective  antiseptics  we  possess. 

Dr.  Pryor  (closing). — There  has  been  a  marked  improve- 
ment in  the  management  of  maternity  hospitals  in  keeping 
the  mortality  from  puerperal  sepsis  down  below  1  per  cent.; 
yet  more  women  die  now  from  puerperal  fever  or  puerperal 
sepsis  than  before  Lister  promulgated  his  statistics.  Accord- 
ing to  the  figures  of  New  York  City,  the  mortality  from  this 
disease  is  about  1  per  cent.  It  is  undoubtedly  a  fact  that 
we  have  a  great  many  dirty  and  ignorant  practitioners  of 
medicine,  who,  for  a  ten-dollar  bill,  will  clean  out  these  uteri. 
When  we  are  called  to  see  these  cases  we  are  told  that  the 
attending  physician  cleaned  out  the  uterus,  and  while  1  per 
cent,  of  the  deaths  are  said  to  be  due  to  puerperal  fever, 
goodness  knows  how  many  are  due  to  a  reckless  curetage! 
And  if  five  hundred  women  die  each  year  in  New  York  from 
puerperal  sepsis,  consider  the  frightful  morbidity  in  the  hun- 
dreds who  do  not  die,  but  who  struggle  through  the  infection ! 
I  think  that  those  of  you  who  teach  obstetrics  should  lay  more 
stress  upon  the  mischief  done  by  improper  treatment  and 
more  emphasis  upon  the  importance  of  accurate  diagnosis. 


REPETITION   OF   CESAREAN   SECTION    ON    THE 

SAME  PATIENT:   THE   EXPERIENCE  OF 

THE  BOSTON  LYING-IN  HOSPITAL. 


By  Charles  M.  Green,  M.D., 
Boston,  Mass. 


Eight  or  nine  years  ago,  a  patient  entering  the  Boston 
Lying-in  Hospital  for  an  elective  Cesarean  section  made  the 
request  that  in  the  performance  of  the  operation  steps  be 
taken  to  make  it  impossible  for  her  to  become  pregnant 
again  and  again  to  be  subjected  to  the  risks  of  delivery  by 
abdominal  section.  Time  permitting,  this  request  was 
given  careful  consideration,  with  the  result  that  it  was 
officially  decided  that,  while  the  judgment  of  the  surgeon 
should  be  left  free  to  deal  with  pathological  conditions,  the 
policy  of  the  hospital  should  be  never  to  remove  healthy 
organs  with  the  object  of  preventing  subsequent  preg- 
nancy. Under  this  policy  the  experience  of  the  hospital 
has  been  as  follows: 

Of  fifty  Cesarean  sections  in  the  last  nine  years,  nine 
have  been  repeated  operations,  performed  on  eight  patients ; 
that  is,  second  sections  have  been  done  on  eight  women, 
and  in  one  case  section  has  been  repeated  twice. 

Case  I. — M.  McH.,  Irish,  first  labor  in  out-patient  de- 
partment of  the  Boston  I^ying-in  Hospital  in  1897;  high 
forceps,  child  stillborn;  advised  to  have  Cesarean  section 
in  event  of  second  pregnancy.  Entered  hospital  in  second 
labor  at  term,  July,  1898;  pelvis,  justo  minor,  c.  v.  8.5  cm. 
Section  by  Dr.  Reynolds  after  patient  had  been  in  labor 
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three  hours ;  weight  of  child  eight  pounds.  Convalescence 
normal;  mother  and  child  discharged  well. 

Re-entered  hospital,  March,  1901,  at  term,  but  not  in 
labor.  Section  by  Dr.  Green  after  patient  had  been  in 
labor  nine  hours:  incision  through  scar;  some  adhesions 
between  uterus  and  abdominal  wall  were  separated  and  the 
uterus  lifted  from  abdominal  cavity.  Time  of  operation 
forty-eight  minutes.  Weight  of  child  eight  and  three- 
quarter  pounds.  Mother  died  in  thirty-six  hours,  appar- 
ently of  shock.     Baby  discharged  well. 

Case  II.— M.  R.,  Irish.  First  labor,  1892,  forceps,  child 
lived  only  fifteen  minutes;  second  labor,  1893,  forceps, 
child  died  in  ten  minutes;  third  labor,  1896,  prolapsed 
funis,  child  stillborn.  These  three  labors  were  not  in  charge 
of  the  Boston  Lying-in  Hospital. 

Entered  Boston  Lying-in  Hospital,  1897,  in  labor.  Pelvis 
justo  minor,  c.  v.  9  cm.,  head  free  above  the  brim,  and 
ossified;  tentative  traction  with  forceps  by  Dr.  Reynolds 
failing,  section  after  nineteen  hours  of  labor.  Weight 
of  child  eight  and  one-eighth  pounds.  Convalescence 
normal;  baby  nursed.     Mother  and  child  discharged  well. 

Re-entered,  July,  1901,  at  full  term  of  fifth  pregnancy. 
Section  by  Dr.  Swain,  before  labor  began.  Incision  to  left 
of  former  scar :  numerous,  dense  adhesions  between  uterus 
and  abdominal  wall.  Uterus  opened  well  to  left  of  former 
scar.  Weight  of  babj'  eight  and  one-quarter  pounds. 
Convalescence  normal;  baby  nursed.  Mother  and  child 
discharged  well. 

Case  III. — J.  W.,  Irish,  sent  into  Boston  Lying-in  Hos- 
pital from  out-patient  department  in  September,  1900, 
in  labor  at  full  term  of  first  pregnane}^,  on  account  of  prob- 
able dystocia  owing  to  justo  minor  pelvis,  c.  v.  8  cm., 
ankylosis  of  left  hip-joint,  and  adduction  of  left  thigh. 
Section  by  Dr.  Reynolds  after  patient  had  been  in  labor 
ten  hours.  Weight  of  baby  eight  pounds.  Convalescence 
normal;  baby  nursed.     Mother  and  child  discharged  well. 
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Re-entered,  1901,  at  full  term  of  second  pregnancy. 
Section  by  Dr.  Higgins  before  labor  began:  some  adhe- 
sions, notabl}'-  a  loop  of  intestine  over  fundus  uteri.  Incision 
of  uterus  and  delivery  of  child  without  raising  uterus  from 
abdominal  cavity.  Duration  of  operation  thirt3^-nine  and 
one-third  minutes.  Baby  weighed-  seven  and  one-half 
pounds.  Uninterrupted  convalescence;  baby  nursed  by 
mother.     Mother  and  baby  discharged  well. 

Case  IV. — M.  K.,  Irish,  brought  to  the  Boston  Lying-in 
Hospital  in  1897  in  first  labor,  after  prolonged  attempts  to 
deliver  with  high  forceps ;  fetus  dead,  craniotomy.  Advised 
to  have  Cesarean  section  in  event  of  second  pregnancy. 

Entered  Boston  Lying-in  Hospital  a  few  days  before  full 
term  of  second  pregnancy.  Pelvis  justo  minor,  c.  v.  8.5  cm. 
Section  by  Dr.  Haven,  June,  1898;  patient  not  in  labor. 
Baby  weighed  six  and  three-quarter  pounds.  Convalescence 
normal;  baby  nursed.     Mother  and  baby  discharged  well. 

Re-entered  Boston  Lying-in  Hospital  a  few  days  before 
expected  date  of  third  labor.  Operation  by  Dr.  Green, 
April,  1902,  at  elected  date  before  labor.  Adhesions 
between  uterus,  omentum,  and  abdominal  wall;  twelve 
minutes  spent  in  separating  them.  Duration  of  operation 
sixty-five  minutes.  Baby  weighed  seven  and  three-eighths 
pounds.  Convalescence  normal,  except  for  slight  pleurisy 
in  third  week.  Baby  nursed.  Mother  and  bab}''  dis- 
charged well.  On  discharge,  uterus  fixed  to  anterior  wall, 
fundus  one  inch  below  umbilicus,  cervix  high  in  pelvis. 

Case  V. — E.  F.,  English.  First  labor  ended  by  crani- 
otomy, and  followed  by  long  and  serious  sepsis;  second, 
by  version,  after  failure  with  high  forceps,  the  child  dying 
a  few  moments  after  delivery.  Third  pregnancy,  1894; 
brought  to  Boston  Lying-in  Hospital.  Pelvis  justo  minor, 
c.v.  6.5  cm.  Vagina  a  mass  of  cicatricial  tissue.  Section 
by  Dr.  Haven,  at  term,  before  labor  began.  Baby  weighed 
eight  pounds.  Convalescence  normal ;  baby  nursed.  Mother 
and  baby  discharged  well. 
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Fourth  pregnancy  six  years  later :  entered  Boston  Lying- 
in  Hospital.  Section  by  Dr.  Haven  at  elected  date  before 
labor.  Incision  to  left  of  scar;  no  adhesions  found;  scar 
in  uterus  barely  perceptible.  Baby  weighed  six  and 
thirteen-sixteenths  pounds.  Convalescence  normal;  baby 
nursed.     Mother  and^baby  discharged  well. 

Case  VI. — S.  H.,  negress,  I-para,  entered  Boston 
Lying-in  Hospital  February,  1898,  in  labor  at  term  with 
OS  uteri  fully  dilated  and  membranes  unruptured.  Pelvis 
justo  minor,  fiat,  rachitic ;  c.  v.  6.5  cm.  Section  by  Dr. 
Haven;  baby  weighed  five  pounds.  Convalescence  com- 
plicated with  breast  abscess,  and  with  an  abdominal  sinus, 
through  which  all  the  sero-serous  silk  sutures  were  dis- 
charged: wound  closed  by  granulation.  In  hospital  for 
three  months.  Lactation  given  up  on  account  of  sore 
nipples.     Mother  and  baby  discharged  well. 

Re-entered  Boston  Lying-in  Hospital,  March,  1901, 
having  been  in  labor  nine  hours ;  os  uteri  dilated  one  inch, 
membranes  unruptured.  Section  by  Dr.  Green;  uterus 
adherent  to  abdominal  wall  below  umbilicus.  Incision 
through  scar  directly  into  uterus,  and  child  delivered 
without  opening  the  peritoneum  and  without  lifting  uterus 
from  the  abdominal  cavity.  Duration  of  operation  thirty- 
eight  minutes.  Baby  weighed  six  and  seven-eighths  pounds. 
Convalescence  uneventful  ;  baby  nursed  by  mother. 
Mother  and  baby  discharged  well,one  month  after  operation. 

Case  VII. — M.  D.,  Irish;  first  two  labors,  without  the 
hospital,  terminated  with  forceps,  both  babies  dying 
shortly  after  birth.  Third  pregnancy  terminated  in  De- 
cember, 1900,  by  Cesarean  section  performed  in  patient's 
home.  The  baby  was  discharged  well,  but  the  mother's 
convalescence  was  complicated  with  an  abscess  of  the 
abdominal  wall  in  the  left  lower  quadrant,  and  there  was 
a  hernia  at  the  median  scar  for  which  operation  was 
performed  in  June,  1902. 

Entered  the  Boston  Lying-in  Hospital,  February,  1903, 
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nearly  at  term  with  fourth  pregnancy.  Pelvis  justo  minor, 
c.  V.  8.5  cm. ;  fetus  estimated  to  be  of  average  size,  position 
0.  L.  A.  A  considerable  hernia  in  left  lower  quadrant, 
at  site  of  former  abscess.  Section  by  Dr.  Green  six  days 
later;  patient  at  term,  but  not  in  labor.  Incision  2  cm. 
to  left  of  median  scar.  Abdominal  wall  much  thickened 
by  previous  inflammatory  process.  No  adhesions  over 
uterine  scar,  but  broad  adhesions  over  site  of  former 
abscess,  some  tied  off.  Uterus  delivered  through  incision 
and  walled  off.  Baby  weighed  seven  pounds  and  fourteen 
ounces.  Duration  of  operation  one  hour  and  twenty-four 
minutes.  Convalescence  normal,  except  for  severe  after- 
pains,  controlled  with  morphin.  In  absence  of  breast 
milk,  baby  fed  artificiall5^  Mother  and  baby  discharged 
well  at  end  of  month,  the  mother  with  a  firm  linear  scar, 
uterus  well  involuted,  and  apparently  without  adhesions 
to  abdominal  wall. 

Case  VIII. — K.  R.,  Irish,  First  labor  in  1894,  second  in 
1895,  not  in  hospital;  both  terminated  with  forceps,  both 
children  stillborn. 

Entered  Boston  Lying-in  Hospital,  September,  1897,  in 
labor  at  term.  Pelvis  justo  minor,  c.  v.  8.5  cm.,  pubic  sym- 
physis high,  arch  narrow,  child  of  average  size.  High 
forceps  tried  without  effect.  Section  by  Dr.  Reynolds,  after 
labor  had  lasted  eleven  hours.  Weight  of  baby  seven  and 
seven-eighths  pounds.  Convalescence  normal;  baby 
nursed.     Mother  and  baby  discharged  well. 

Re-entered  Boston  Lying-in  Hospital,  December,  1899^ 
at  term  in  fourth  pregnancy,  and  prepared  for  second 
Cesarean  section,  which  was  performed  by  Dr.  Reynolds 
before  labor  began.  Rather  dense  adhesions  between 
omentum  and  abdominal  wall.  Old  scar  in  uterus  resected. 
Cervix  uteri  dilated  for  drainage.  Baby  weighed  seven 
and  one-half  pounds.  Duration  of  operation  forty-five 
minutes.  Convalescence  normal;  baby  nursed  by  mother. 
Mother  and  baby  discharged  well. 
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Case  IX. — Same  patient  as  Case  VIII.  Re-entered 
Boston  Lying-in  Hospital,  December,  1901,  for  her  third 
Cesarean  section,  at  term  in  fifth  pregnancy.  Fetus 
estimated  to  be  below  average  size,  and  it  was  thought  it 
might  prove  possible  to  deliver  safely  with  high  forceps; 
but  as  no  positive  assurance  of  a  living  child  could  be 
given,  patient  chose  to  have  a  third  section.  Operation  by 
Dr.  Green,  at  elected  date  before  labor.  Abdominal  incision 
was  made  between  two  previous  scars ;  rather  strong  adhe- 
sions between  omentum  and  abdominal  wall  were  separated, 
and  uterus  raised  from  cavity.  Baby  weighed  six  and 
seven-eighths  pounds.  Duration  of  operation  sixty-three 
minutes.  Convalescence  uneventful;  baby  nursed  by 
mother;  abdominal  incision  healed  by  first  intention. 
Mother  and  baby  discharged  well. 

Of  these  nine  repeated  sections,  all  performed  on  a 
relative  indication,  four  were  done,  one  each,  by  four 
members  of  the  staff,  and  five  by  the  writer.  Two  were 
done  after  labor  had  been  in  progress  for  nine  hours  each, 
and  seven  at  an  elected  date  before  labor  began.  One 
patient  had  her  first  section  without  the  hospital;  six  had 
their  first  and  second,  and  one  her  first,  second,  and  third 
sections,  within  the  hospital.  In  one  case  there  were  no 
adhesions :  in  seven  cases  there  were  more  or  less  adhesions, 
and  the  duration  of  operation  was  from  thirty-nine  and 
one-third  minutes  to  one  hour  and  twenty-four  minutes; 
in  the  case  that  died  of  shock  the  duration  was  forty-eight 
minutes.  In  one  case  the  uteroabdominal  adhesions  were 
so  extensive  that  the  fetus  was  delivered  without  opening 
the  peritoneal  cavity,  and  the  time  of  operation  was  thirty- 
eight  minutes.  The  nine  infants  were  discharged  well; 
and  of  the  nine  mothers,  one  died,  a  maternal  mortality 
of  11  per  cent. 

These  results  are  not  reported  as  unique  or  remarkable ; 
repeated  sections  have  resulted  favorably  in  other  clinics. 
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But  they  are  reported  in  the  hope  of  influencing  opinion 
that  the  time  has  come  when  this  Society  should  withhold 
its  approval  of  the  doctrine  that  women  should  be  sterilized 
at  their  first  Cesarean  operation,  in  order  that  they  may 
not  be  subjected  to  the  risks  of  a  repeated  section.  It  is 
conceded  that  in  the  presence  of  serious  disease  of  the 
uterine  appendages,  surgical  judgment  may  properly  decide 
on  their  removal  at  the  time  of  performing  the  Cesarean 
section;  it  is  conceded  that  when  the  uterus  is  believed  to 
be  already  infected,  total  hysterectomy  may  give  the 
patient  an  improved  chance  of  recovery;  and  it  is  con- 
ceded that  hysterectomy  is  justifiable  in  the  presence  of 
fibroids  so  situated  that  they  cannot  be  subsequently 
removed  by  myomectomy  without  sacrificing  the  uterus. 
It  is  also  granted  that  in  the  rare  event  of  the  uterus  failing 
to  contract,  and  of  serious,  otherwise  uncontrollable, 
hemorrhage  ensuing,  it  is  justifiable  to  tie  off  the  uterus 
and  remove  it.  It  is  probably  true  that  after  hyster- 
ectomy convalescence  is  quite  as  rapid  as  when  the  uterus 
is  sutured;  and  it  is  doubtless  true  that  hysterectomy  may 
be  performed  more  rapidly  than  hysterotomy  and  suture : 
the  claim  that  there  is  no  more  shock  following  hyster- 
ectomy than  usually  attends  the  classical  Cesarean  oper- 
ation, I  am  not  prepared  to  admit. 

But  in  the  absence  of  the  above-mentioned  pathological 
conditions,  which  may  necessitate  destructive  surgery,  is 
it  justifiable,  in  performing  Cesarean  section  on  either  an 
elective  or  an  absolute  indication,  to  remove  normal  organs 
or  to  resort  to  other  procedures  with  a  view  to  preventing 
subsequent  pregnancy  and  the  risk  of  a  repeated  section? 

It  is  said  that  many  women  that  come  to  Cesarean 
section  belong  to  the  depraved  class,  are  often  illegitimately 
pregnant,  that  they  and  their  progeny  are  likely  to  be  a 
constant  burden  on  the  State,  that  the  continued  fertility 
of  such  women  is  therefore  undesirable,  and  hence  that  it 
is  justifiable  to  sterihze  them  in  performing  their  first 
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hysterotom5^  Is  it,  then,  considered  justifiable  to  castrate 
men  of  the  depraved,  pauper  class,  with  a  view  to  diminish- 
ing illegitimacy  and  pauperism?  And  would  it  be  well  to 
go  further  and  sterilize  depraved,  pauper  women,  without 
regard  to  their  capacity  for  normal  childbirth? 

It  is  evidently  believed  by  some  that  in  the  cases  of 
rachitic  dwarfs,  and  of  the  victims  of  tuberculosis  or  other 
dyscrasia  that  renders  subsequent  pregnancy  undesirable, 
we  should  conclude  the  first  Cesarean  section  with  hyster- 
ectomy. As  sociologists  we  may  well  deplore  modern 
efforts  to  promote  the  survival  of  the  unfit;  but  is  it  right 
that  as  physicians  we  should  assume  to  judge,  in  advance 
of  civil  law,  who  should  and  who  should  not  be  allowed  to 
conceive  children?  From  a  sociological  point  of  view  it 
might  be  well  to  castrate  tuberculous,  syphilitic,  and 
epileptic  men;  but  has  the  time  come  w^hen  it  is  right  to 
burden  the  medical  profession  with  decisions  of  such  great 
responsibility?  And  is  it  wise  to  vest  in  the  general  pro- 
fession a  power  of  such  magnitude? 

It  has  been  said  that  most  women  with  marked  dystocia 
have  not  the  power  of  intelligent  choice  between  fetal 
destructive  operation  and  the  Cesarean  section;  or  again, 
between  uterine  suture  and  the  possibility  of  future  fertility 
on  the  one  hand,  or  sterilization  on  the  other.  This  is 
probably  true;  and  in  such  cases  a  wise,  humane,  and 
conservative  judgment  should  be  exercised  for  them. 
But  suppose  an  intelligent  woman,  submitting  to  hyster- 
otomy on  an  absolute  indication,  asks  to  be  sterilized  in 
order  that  she  may  not  again  become  pregnant.  Ought 
we  to  accede  to  her  request?  While  we  may  properly  and 
legitimately  induce  abortion  in  certain  cases  of  advanced 
organic  cardiac  or  renal  disease,  or  of  uncontrollable  hyper- 
emesis,  may  we  properly  and  legitimately  induce  abortion 
because  a  woman  chooses  not  to  undergo  the  risks  of 
pathological  labor?  And  what  is  the  essential  difference 
between  sterilizing  a  woman  with  an  impossible  pelvis  at 
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her  first  hysterotomy,  and   repeatedly  inducing  abortion 
whenever  she  allows  herself  to  become  pregnant? 

It  may  be  said  that  these  are  questions  of  sentiment,  of 
casuistry;  but  I  venture  to  assert  that  the  only  safe  and 
moral  ground  for  the  medical  profession  is  that  based  on 
modern  medical  science,  uninfluenced  by  sociological  con- 
siderations. If  a  woman  comes  to  Cesarean  section  and 
recovers,  she  and  her  husband,  if  she  has  one,  should  be 
informed  of  her  condition  and  of  the  prognosis  and  treat- 
ment in  the  event  of  future  pregnancy;  if  subsequent 
pregnancy  ensues,  the  responsibility  of  treatment  rests 
with  the  obstetric  surgeon;  but  the  responsibility  for  the 
condition  rests  elsewhere. 


DISCUSSION. 

Dr.  J.  Whitridge  Williams. — Dr.  Green's  remarks  are  of 
very  great  importance,  and  must  be  considered  by  everyone 
who  comes  in  contact  with  a  large  number  of  obstetric 
cases.  To  a  certain  extent  I  agree  with  him,  but  cannot 
follow  him  in  every  detail.  Like  him  I  believe  that  in  the 
first  pregnancy  requiring  Cesarean  section  we  should  not 
remove  the  uterus  nor  sterilize  the  patient,  unless  such  a 
procedure  is  clearly  indicated  by  the  pathologic  conditions 
present,  such  as  uterine  infection  or  the  presence  of  tumor 
formations. 

On  the  other  hand,  I  do  not  believe  that  we  are  justified  in 
allowing  pauper  patients  to  be  subjected  to  repeated  Cesarean 
sections,  unless  they  particularly  desire  it;  for  the  reason  that 
many  of  them  possess  such  a  low  grade  of  intelligence  as  to 
neglect  to  place  themselves  under  proper  surroundings  for  a 
subsequent  operation.  It  not  infrequently  happens  that 
patients  of  this  kind  leave  the  city  where  they  were  operated 
upon  and  go  to  country  districts,  where  they  can  receive  very 
little  or  no  attention  at  the  subsequent  confinement,  and  so 
may  die  from  a  ruptured  uterus.  I  know  of  not  a  few  colored 
women  with  contracted  pelves  in  Baltimore,  who  have  died 
from  this  accident  merely  because  they  were  too  lazy  or 
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indifferent  to  send  to  the  hospital  for  aid,  although  they  had 
previously  been  warned  of  their  danger.  Accordingly,  while 
in  such  cases  I  do  not  sterilize  the  patient  after  the  first 
operation,  it  is  my  practice,  if  she  returns  for  a  second,  either 
to  remove  the  uterus  or  excise  the  uterine  ends  of  the  tubes, 
thus  rendering  its  repetition  impossible. 

On  the  other  hand,  when  we  have  to  deal  with  women  in 
the  upper  walks  of  life,  I  believe  that  they  should  be  made 
to  share  the  responsibility  with  the  physician.  In  such  cases 
the  husband  and  wife  have  the  right  to  demand  sterilization, 
though  I  should  earnestly  dissuade  them  from  it  after  the 
first  operation,  and  point  out  to  them  the  possibility  of  a 
subsequent  death  of  the  child  and  the  absolute  impossibility 
of  having  another  after  such  an  operation.  If,  however,  the 
patient  required  a  second  operation,  the  matter  should  be  left 
almost  entirely  in  her  hands;  but  my  advice  would  tend  in 
the  direction  of  rendering  her  sterile  at  that  time,  as  no 
matter  how  favorable  our  results  may  be  an  occasional  death 
is  bound  to  occur. 

Dr.  Edward  P.  Davis. — From  the  standpoint  of  sociology, 
a  woman  and  her  husband  have  a  right  to  request  that  she 
be  rendered  sterile  when  any  condition  is  present  which  ex- 
poses the  woman  to  unusual  risk  at  parturition.  This  can 
scarcely  meet  with  serious  opposition  and  is  illustrated  by  a 
case  in  my  experience  where  a  patient  with  double  hip-joint 
disease,  walking  with  difficulty  upon  crutches  and  with  con- 
tracted pelvis,  presented  herself  for  treatment  at  the  Jefferson 
Maternity.  The  parents  desired  a  living  child  and  this  could 
only-  be  obtained  by  Cesarean  section.  Sterilization  was 
requested  by  both  parents,  and  accordingly  celiohysterectomy 
was  done.  After  the  uterus  had  been  removed  it  was  found 
to  be  the  site  of  multiple  fibromata;  so  that  an  added  reason 
was  present  in  this  case  for  performing  hysterectomy. 

Pelvic  contraction  only  is  certainly  not  sufficient  reason  for 
the  sterilization  of  a  patient.  It  must,  however,  remain  an 
open  question  whether  sterilization  is  not  justifiable  in  highly 
degenerated  persons  who  are  on  the  verge  of  becoming 
criminals. 

Repeated  Cesarean  section  may  be  a  much  more  simple  and 
less  dangerous  operation  than  the  original  section,  if  adhesion 
of  the  uterus  to  the  anterior  abdominal  wall  is  present. 
Recent  operators  urge  that  special  pains  be  taken  in  Cesarean 
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section  to  secure  broad  and  finn  adhesions  between  the 
anterior  wall  of  the  uterus  and  the  abdomen.  Some  urge  that 
the  peritoneal  surface  of  the  uterus  and  abdominal  wall  be 
separately  united  at  the  sides  of  the  line  of  incision  for  this 
purpose.  The  mortality  rate  for  the  repeated  operation  is 
given  as  less  than  8  per  cent.  In  these  cases  the  peritoneal 
cavity  is  not  opened  at  the  repeated  operation.  The  uterus 
need  not  be  removed  from  the  abdomen;  the  operation  is 
done  with  a  minimum  of  disturbance  and  the  results  are 
satisfactory.  Occasionally  cases  are  seen  in  which  the  uterus 
has  become  firmly  adherent  to  the  abdominal  wall,  but  in 
which  from  the  infection  of  a  suture  a  fistula  has  formed 
communicating  with  the  cavity  of  the  uterus.  Such  fistulse 
may  persist  indefinitely  and  throughout  pregnancy.  Should 
placental  separation  occur  during  a  pregnancy,  obstinate 
hemorrhage  may  occur  and  operation  may  be  necessary  in 
the  interests  of  mother  and  child. 

Dr.  I.  S.  Stone. — It  seems  that  the  discussion  this  morning 
has  been  very  largely  along  the  line  of  work  of  the  hospital 
surgeon  rather  than  the  obstetrician.  We  forget  that  there 
are  certain  lessons  to  be  learned  from  repeated  pregnancies. 
Dr.  Williams  seems  to  think  that  after  the  second  pregnancy, 
should  the  woman  desire  to  have  an  operation,  there  should 
be  some  operation  performed  which  will  render  her  sterile. 
There  is  another  lesson  to  be  taught  there,  and  that  is  the 
induction  of  labor  after  the  eighth  month,  where  a  competent 
man  cannot  be  obtained.  There  are  a  great  many  women 
to  be  delivered  in  cities  outside  of  hospitals;  there  is  an 
extensive  population  scattered  all  over  this  country  in  small 
cities  and  towns  in  which  there  are  no  hospitals,  so  that 
competent  men  cannot  always  be  had  to  do  Cesarean  section. 
Therefore,  I  should  be  glad  to  have  the  Fellows  of  the  Society 
consider  the  feasibility  of  inducing  labor  at  the  eighth  month, 
or  possibly  before,  in  those  cases  where  the  services  of  com- 
petent men  cannot  be  had  to  do  Cesarean  sections.  The 
induction  of  labor  in  such  instances  would  seem  to  me  to  be 
a  legitimate  procedure,  although  that  has  not  been  mentioned 
either  in  the  paper  or  in  the  discussion.  Of  course,  no  one 
will  decry  the  operation  of  Cesarean  section  or  symphysi- 
otomy when  it  is  absolutely  necessary ;  but  the  patient  should 
be  given  her  choice  at  the  eighth  month  as  to  whether  she 
shall  be  delivered  by  forceps,   or  by  some  other  method. 
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without  necessarily  subjecting  herself  to  a  sacrificial  or  capital 
operation. 

Dr.  Henry  D.  Fry. — I  feel  interested  in  this  subject, 
because  at  our  local  society  I  reported  three  cases  of  Cesarean 
section  which  I  performed  in  the  last  four  months,  and  this 
question  was  particularly  brought  up,  and  I  was  criticized  for 
not  having  made  these  three  women  sterile.  I  am  very  glad 
to  hear  what  has  been  said  by  the  essayist  and  those  who 
have  discussed  the  paper  in  justifying  me  in  not  having  done 
so.  In  a  previous  Cesarean  section,  where  I  was  requested 
to  do  so,  I  rendered  the  patient  sterile  by  excising  a  section  of 
the  Fallopian  tube.  I  believe  that  is  a  better  method,  if  we 
are  going  to  make  these  patients  sterile,  than  removal  of  the 
organ.  If  it  is  a  case  that  is  infected,  I  think  a  Porro  opera- 
tion would  be  indicated,  but  where  we  merely  want  to  steril- 
ize the  patient,  exsecting  a  segment  of  the  tube  is  a  better 
plan. 

I  was  very  glad  to  hear  what  Dr.  Davis  had  to  say  in  refer- 
ence to  operating  through  the  scar,  and  I  noticed  in  the  cases 
reported  by  Dr.  Green  there  was  only  one  in  which  this  seems 
to  have  been  attempted.  In  others  he  seems  to  have  avoided 
the  scar,  and  opened  the  parts  at  the  side  of  the  scar.  In 
a  third  case  he  operated  between  the  two  scars.  Why  not 
operate  directly  in  the  line  of  previous  operation,  and  finding 
the  uterus  adherent  there,  go  right  into  it  without  opening  the 
peritoneal  cavity  at  all?     It  would  be  a  great  advantage. 

In  regard  to  what  Dr.  Stone  has  said,  a  case  recently  came 
under  my  observation  that  would  bear  upon  his  remarks, 
and  would  seem  to  justify  the  induction  of  premature  labor, 
which  is  too  much  neglected.  I  was  called  over  to  our  Lying- 
in  Hospital  about  a  month  ago  to  see  a  case  of  justominor 
pelvis  in  which,  when  labor  came  on,  we  thought  we  would 
have  to  do  a  Cesarean  section  or  some  other  operation.  The 
measurements  were  all  very  much  below  normal,  and  when  I 
went  to  the  ward  to  examine  the  patient  I  found  another 
woman  in  labor  in  the  next  ward  who  had  a  justominor 
pelvis,  and  that  was  a  case  in  which  Cesarean  section  was 
performed.  I  operated  that  evening.  In  examining  the  first 
case  it  was  found  that  the  head  of  the  child  had  passed  through 
the  inlet  and  was  occupying  the  cavity  of  the  pelvis.  I  made 
a  vaginal  examination,  pushed  the  head  up,  and  stated  that 
as  the  head  would  slide  up  and  down,  I  believed  the  woman, 
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although  the  pelvic  measurements  were  low,  would  be  de- 
livered naturally,  or  probably  by  the  use  of  forceps.  She 
came  in  labor  three  weeks  afterward;  I  had  left  the  city,  and 
my  colleague.  Dr.  Moran,  was  called  to  see  the  case,  and 
found  it  was  necessary  to  do  Cesarean  section.  In  that  three 
weeks'  time,  from  the  development  of  the  child,  the  head  was 
above  the  inlet,  would  not  engage,  and  he  did  Cesarean 
section.  In  my  opinion,  he  did  what  was  perfectly  right. 
Both  the  mother  and  child  recovered.  But  here  was  a  case 
where,  three  weeks  before,  the  induction  of  premature  labor 
would  have  delivered  this  woman  by  the  natural  passages. 

Dr.  Charles  Jewett. — There  is  one  argument  in  favor  of 
hysterectomy  after  Cesarean  section  which  has  not  been  men- 
tioned, and  that  is  the  possibility  that  the  woman  may  not 
accept  a  second  operation.  That  experience  has  occurred  to 
me  twice  within  the  last  one  or  two  years,  and  both  women 
died.  One  left  the  hospital  and  fell  into  incompetent  hands; 
the  other  died  after  induced  labor. 

With  regard  to  the  question  in  general,  I  can  easily  grant 
the  necessity  for  hysterectomy  or  any  other  means  of  steriliza- 
tion is  not  as  great  as  it  was  some  years  ago,  when  the  results 
of  Cesarean  section  were  not  as  good  as  they  are  to-day. 

Dr.  Green  (closing). — In  regard  to  the  suggestion  that  in 
repeated  sections  the  operator  should  make  the  abdominal 
incision  through  the  scar,  I  would  say  that  when  utero- 
abdominal  adhesions  are  sufficiently  extensive  to  permit  the 
extraction  of  the  fetus  without  opening  the  peritoneal  cavity, 
incision  through  the  scar  is  obviously  fitting;  such  was  the 
condition  in  one  of  my  cases;  but  in  most  instances  the  adhe- 
sions are  omental  or  intestinal,  and  it  seems  to  me  better  in 
such  cases  to  incise  the  abdomen  to  one  side  of  the  scar,  with 
a  view  to  a  better  healing  of  the  incision.  The  suggestion 
that  in  primary  operations  the  uterus  should  be  caused  to 
adhere  to  the  abdominal  wall  in  such  a  way  that  future 
sections  may  be  extraperitoneal  is  well  worthy  of  consider- 
ation. 

In  regard  to  the  ethical  question  raised  in  my  paper,  it  is 
obvious  that  we  do  not  all  agree.  My  own  views,  which  need 
not  be  restated,  are  perhaps  attributable  to  the  Puritan 
conscience  of  New  England;  and  matters  of  conscience  as 
well  as  those  of  taste  are  not  best  debated  in  a  scientific 
body. 


RENAL  DECAPSULATION  FOR  PUERPERAL 
ECLAMPSIA. 

By  George  M.  Edebohls,  M.D., 

New  York  City. 


The  purpose  of  this  communication  is  to  present  renal 
decapsulation  as  a  further  resource,  additional  to  those 
already  at  our  command,  in  the  treatment  of  puerperal 
eclampsia  of  renal  origin.  The  renal  origin  of  the  eclamp- 
sia is  insisted  upon,  as  renal  decapsulation  is  manifestly 
out  of  place  in  the  absence  of  evidences  of  involvement  of 
the  kidneys.  A  discussion  of  the  etiology,  symptoms,  and 
treatment  other  than  by  renal  decapsulation,  of  puerperal 
eclampsia,  is  beyond  the  scope  of  the  present  paper. 

Renal  decapsulation  was  first  proposed  and  performed 
by  the  writer  (1,  2,  3)  for  the  cure  of  chronic  Bright's  dis- 
ease. The  encouraging  results  obtained  (2,  4)  led  to  a 
tentative  extension  of  the  operation  to  other  disea-sed  con- 
ditions of  the  kidneys,  such  as  acute  hemorrhagic  nephritis, 
acute  pyelonephritis  with  miliar}^  abscesses,  and  polycystic 
renal  degeneration  (5) .  It  needed  but  the  occasion  to  sug- 
gest the  application  of  renal  decapsulation  to  the  treatment 
of  puerperal  eclampsia  of  renal  origin. 

The  occasion  offered  in  a  case  of  puerperal  eclampsia  in 
the  management  of  which  I  was  asked  b3'^  my  friend,  Dr. 
James  R.  Wood,  to  co-operate. 

The  patient,  a  primipara,  aged  twenty-three  years, 
married  in  August,  1901.  Her  last  menstruation  ended 
on  June  22,  1902.     A  severe  attack  of  typhoid  fever  con- 
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fined  her  to  bed  during  the  entire  month  of  October,  1902. 
During  the  following  two  months  she  appeared  to  be  as  well 
as  could  be  expected.  In  January,  1903,  slight  edema  of  the 
lower  extremities  and  albuminuria  were  noted.  On  Febru- 
ary 11th  the  face  became  puffy,  the  patient  manifested  pro- 
nounced uremic  symptoms,  and  the  urine  on  boiling  became 
solid  with  albumin.  The  percentage  of  albumin  proved 
beyond  the  capacity  of  the  Esbach  albuminometer  to 
determine.  Innumerable  small  hyaline  and  granular  casts, 
with  a  few  epithelial,  composite,  and  waxy  casts,  were  found 
on  microscopic  examination  of  the  urine. 

During  the  following  two  daj^s  the  uremic  manifestations, 
headache,  nausea,  vomiting,  mental  confusion,  drowsiness, 
and  mild  coma  became  gradually  more  pronounced,  in  spite 
of  various  measures  of  treatment  carried  out  by  Dr.  Wood. 
The  first  convulsion  occurred  very  suddenly  on  Friday, 
February  13th,  at  10.30  p.m.  It  was  of  severe  character 
and  protracted  duration,  but  was  finally  controlled  by  chlo- 
roform by  a  hastily  summoned  neighboring  practitioner.  A 
second  convulsion  occurred  at  3.20  a.m.,  and  a  third  at 
7.30  A.M.  of  the  14th;  both  were  again  controlled  by 
chloroform, 

I  saw  the  patient  for  the  first  time  with  Dr.  Wood  at  her 
home  on  February  14th,  at  10.30  a.m.  She  was  in  a  drowsy 
and  semicomatose  condition,  complaining,  at  more  con- 
scious moments,  chiefly  of  headache  and  nausea.  There 
was  moderate  edema  of  the  face  and  lower  extremities,  the 
temperature  was  normal,  but  the  pulse,  though  not  increased 
in  frequency,  was  full  and  hard,  and  respiration  was  per- 
ceptibly quickened.  The  fetus  was  alive,  as  denoted  by 
heart  sounds  and  movements.  The  cervix  was  long,  hard, 
and  firmly  closed;  there  were  no  indications  of  beginning 
labor.  In  the  interests  of  mother  and  child  the  induction 
of  prematm'e  labor  was  decided  upon,  conditionally  on  the 
advent  of  a  further  convulsion. 

A  fourth  severe  convulsion  occurred  at  noon  of  February 


GEORGE  M.  EDEBOHLS.  135 

14th,  and  at  3  p.m.,  the  child  being  still  alive,  although  the 
heart  sounds  were  perceptibly  feebler  than  in  the  morning, 
accouchement  force  was  begun.  The  patient  was  placed 
upon  the  table,  but  immediately  after  coming  under  the 
influence  of  chloroform  a  fifth  severe  convulsion,  lasting 
fifteen  minutes,  occui'red.  The  long,  rigid,  and  well-closed 
cervix  was  incised  on  either  side  to  its  full  length,  the  mem- 
branes rupturing  during  the  process.  The  forceps  was 
applied  to  the  head  of  the  child,  which  presented  in  right 
occipitoposterior  position,  and  delivery  of  fetus  and  placenta 
was  completed  in  the  coiu-se  of  a  little  over  an  hour.  The 
uterus  was  at  once  lightly  packed  with  gauze  to  secm-e  con- 
traction and  guard  against  hemorrhage.  The  child,  a  boy, 
was  born  alive,  but  breathed  only  a  few  times  after  delivery, 
and  could  not  be  revived.  Hemorrhage  was  insignificant, 
although  the  incisions  of  the  cervix  tore  rather  deeply  into 
the  substance  of  the  uterine  body,  and  the  patient  was 
returned  to  bed  in  good  condition. 

On  the  following  day,  Sunday,  February  15th,  no  further 
convulsion  having  occurred  since  forced  delivery,  although 
the  patient  still  continued  drowsy  and  semicomatose,  the 
two  cervical  incisions  were  closed  by  interrupted  sutm-es 
of  chromic  catgut,  nine  sutures  being  required  on  each  side. 
A  small  laceration  of  the  vagina  near  its  outlet  was  also  re- 
paired. 

On  Monday,  February  16th,  at  2.30  p.m.,  forty-six  hours 
after  delivery,  the  sixth  convulsion  occiurecl.  This  was 
followed  at  5  p.m.,  5.30  p.m.,  and  10.30  p.m.  by  fom'  fm-ther 
severe  convulsions,  chloroform  being  each  time  required  for 
control.  The  eleventh  and  last  severe  convulsion  took 
place  on  the  morning  of  Tuesday,  February  17th,  at  nine 
o'clock.  The  urine,  which  in  great  part  was  voided  uncon- 
sciously, continued  laden  with  albumin  and  casts,  although 
to  a  slightly  less  degree  than  before  delivery,  and  the 
patient  between  the  convulsions  was  permanently  in  a 
semicomatose  condition. 
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At  this  stage  of  the  case,  after  consultation  with  Dr. 
Wood,  and  in  view  of  the  faiku*e  of  all  other  means  to  pre- 
vent recurrence  of  the  convulsions,  renal  decapsulation  was 
proposed  for  the  purpose  of  obtaining  control  of  the 
uremia.  The  patient  being  semiconscious  and  not  in  con- 
dition to  reach  a  decision  for  herself,  the  matter  in  all  its 
aspects  and  bearings,  including  its  novelty  and  untried 
character,  was  laid  before  the  husband,  a  man  of  far  greater 
than  average  intelligence,  who  thereupon  requested  that 
the  operation  be  performed. 

On  February  17,  1902,  exactly  seventy-two  hours  after 
delivery,  the  patient  was  for  the  third  time  placed  upon  the 
operating-table.  Chloroform  was  administered  by  Dr. 
Wood,  and,  with  the  assistance  of  Dr.  W.  G.  Vincent,  I 
performed  decapsulation  of  both  kidneys  in  exactly  twenty- 
three  minutes,  counting  from  the  first  incision  to  com- 
pleted closure  by  suture  of  both  wounds.  The  kidneys 
were  found  in  a  condition  of  acute  or  subacute  inflamma- 
tion, slightly  enlarged,  turbid  from  cloudy  swelling,  fatty 
and  slightly  soft  to  sight  and  touch.  There  was  not  the 
slightest  indication  of  a  tight  fit,  let  alone  tension,  of  the 
capsule  proper,  which  was  easily  separated  from  the  entire 
surface  of  each  kidney,  cut  away  close  to  the  renal  pelvis, 
and  remoA^ed  in  toio. 

There  was  no  further  convulsion  after  operation  and  all 
the  graver  symptoms  of  uremia  rapidly  disappeared,  so 
that  two  days  later  the  patient,  although  weak,  vv^as  in  her 
normal  mental  condition.  Recovery  from  that  time  on 
proceeded  much  as  in  a  normal  puerperium.  The  wound 
over  each  kidney,  as  well  as  the  cervical  and  vaginal 
wounds,  healed  by  primary  union.  The  patient  was  kept 
in  bed  for  three  weeks,  as  is  my  custom  after  the  per- 
formance of  renal  decapsulation.  Since  that  time  she  has 
been  up  and  about  and  enjoying  as  good  health  as  ever. 

Chemical  and  microscopic  examinations  of  the  urine, 
made  daily  for  two  weeks  after  operation,  showed  rapid 
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and  progressive  improvement  in  the  condition  of  the 
kidneys.  On  February  28th,  eleven  days  after  operation, 
fairly  frequent  hyaline  and  granular  with  occasional  epi- 
theliated  and  waxy  casts  and  one-fortieth  of  1  per  cent, 
of  albumin  were  noted.  A  month  later  a  faint  trace  of 
albumin  and  an  occasional  hyaline  cast  represented  the 
only  abnormalities  in  the  urine.  At  the  present  writing, 
eleven  weeks  after  renal  decapsulation,  the  urine  is  very 
nearly  normal  and  the  patient  otherwise  in  the  enjoyment 
of  perfect  health. 

The  history  of  the  case  may  be  epitomized  as  follows: 
Primipara,  aged  twenty-three  years.  Typhoid  fever  during 
the  fourth  month  of  pregnancy.  Symptoms  of  nephritis 
first  noted  during  the  seventh  month.  Uremia  and  eclamp- 
tic seizures  near  the  end  of  eighth  month.  Five  severe  con- 
vulsions within  sixteen  hom's,  followed  by  forced  delivery 
during  fifth  convulsion.  Freedom  from  convulsions  for 
forty-six  hours  after  delivery.  Then  return  of  convulsions, 
six  severe  convulsions,  not  counting  minor  manifestations, 
occurring  in  eighteen  hours.  Decapsulation  of  both  kid- 
neys. No  further  convulsions,  and  rapid  restoration  of 
complete  health. 

The  case  narrated  is  believed  to  represent  the  first  instance 
of  operation  upon  the  kidneys  undertaken  with  a  view  to 
the  cure  of  puerperal  eclampsia.  The  idea  of  treating 
puerperal  eclampsia  of  renal  origin  by  decapsulation  of  the 
kidneys  is  the  logical  outcome  of  the  success  attending  renal 
decapsulation,  at  the  hands  of  the  writer,  in  chronic  Bright's 
disease  and  other  conditions  of  the  kidney,  as  already 
alluded  to.  A  further  idea  underlying  the  adoption  of  the 
treatment  described  in  the  present  case  is  based  upon  the 
acknowledged  efficacy  of  phlebotomj'-  in  the  control  of 
uremic  seizures,  whether  occurring  in  or  out  of  the  puer- 
perium.  If  blood-letting  is  good  in  itself,  why  should  not 
the  abstraction  of  blood  directly  from  the  kidneys,  which 
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necessarily  accompanies  renal  decapsulation,   prove  still 
more  efficacious? 

Renal  decapsulation  was  performed  in  our  case  for  con- 
vulsions beginning  sixteen  hours  before  delivery  and  per- 
sisting three  days  after  the  completion  of  labor.  It  is  ad- 
mitted that  our  patient  might  have  recovered  without 
renal  decapsulation,  but  the  indications,  deepening  uremia 
and  increasing  violence  of  the  convulsions,  certainly  did 
not  point  that  way. 

The  practical  deduction  from  the  happy  result  obtained  is 
that  we  possess  in  renal  decapsulation  an  additional  potent 
resource  in  the  treatment  of  puerperal  eclampsia  of  renal 
origin.  Personally,  I  should  not  hesitate  to  apply  it  again 
in  a  similar  instance.  I  would  even  go  farther  and  propose 
a  trial  of  renal  decapsulation  in  puerperal  convulsions  of 
nephritic  origin  occurring  prior  to  the  beginning  of  labor. 
The  mother  would  certainly  be  benefited,  and  the  occur- 
rence of  premature  delivery  or  the  necessity  of  inducing  it 
might  possibly  be  averted. 

My  clinical  experience  has  amply  demonstrated  that 
renal  decapsulation  is  the  most  powerful  and  practically 
a  uniformly  successful  means  of  increasing  the  urea  output 
of  the  kidneys,  and  of  thus  counteracting  the  dangers  of 
uremia.  My  own  line  of  work  does  not  often  bring  me  in 
contact  with  obstetric  cases  or  cases  of  puerperal  eclampsia. 
Those  of  my  colleagues,  however,  who  are  connected  with 
lying-in  hospitals  could  speedily  determine  the  value  of 
renal  decapsulation  in  puerperal  eclampsia  of  renal  origin, 
and  to  them  I  recommend  a  trial  of  the  procediu-e. 

References. 

1.  Edebohls,  G.  M.  On  Bandages  for  Nephroptosis.  Medical  Record, 
New  York,  May  4,  1901,  pp.  690-692. 

2.  Edebohls,  G.  M.  The  Cure  of  Chronic  Bright's  Disease  by  Oper- 
ation.   Medical  Record,  New  York,  December  21,  1901,  pp.  961-970. 

3.  Edebohls,  G.  M.  Questions  of  Priority  in  the  Surgical  Treatment 
of  Chronic  Bright's  Disease.  Medical  Record,  New  York,  April  26,  1902, 
pp.  651-655. 


BISCUSSION.  139 

4.  Edebohls,  G.  M.  Renal  Decapsulation  versus  Nephrotomy,  Re- 
section of  the  Kidnej',  and  Nephrectomy.  British  Medical  Journal, 
November  8,  1902,  pp.  1507-1510. 

5.  Edebohls,  G.  M.  Renal  Decapsulation  for  Chronic  Bright's  Dis- 
ease.    Medical  Record,  New  York,  March  28,  1903,  pp.  481-491. 


DISCUSSION. 


Dr.  George  Tucker  Harrison. — There  is  nothing  to  be 
said  against  the  operation  described  by  Dr.  Edebohls,  with 
the  limitation  he  assigns  to  it.  Certainly,  this  case  is  a  most 
remarkable  one.  There  are  few  cases  of  puerperal  eclampsia 
that  are  of  nephritic  origin.  Long  ago  Virchow  declared  that 
the  renal  changes  were  absolutely  too  slight  on  which  to  base 
any  theory  as  to  the  nephritic  origin  in  studying  the  etiology 
of  puerperal  eclampsia.  Therefore,  we  have  to  seek  elsewhere 
for  the  cause  than  in  the  kidney.  A  large  majority  of  patholo- 
gists agree  on  the  point  that  the  renal  changes  are  secondary, 
not  primary.  I  do  not  know  but  even  under  these  circum- 
stances this  operation  might  be  of  utility,  because,  whether 
the  renal  changes  are  primary  or  secondary,  they  do  exist,  but 
of  course  we  cannot  generalize  from  the  basis  of  one  case. 
The  improvement  in  this  case  has  been  so  marked,  however, 
that  I  agree  with  the  author,  in  lying-in  institutions,  it  would 
be  well  if  in  some  of  these  desperate  cases  of  eclampsia  a  trial 
of  this  method  were  adopted. 

Dr.  Philander  A.  Harris. — If  the  operation  which  Dr. 
Edebohls  has  described  is  of  value  in  saving  a  woman  in  the 
awful  stage  of  eclampsia,  it  may  be  of  secondary  benefit  to 
the  patient  in  many  instances,  for  the  reason  that  it  has  been 
shown  that  a  considerable  percentage  of  these  cases  suffer 
with  exudative  nephritis  after  their  apparent  recovery  from 
the  acute  trouble.  Dr.  William  K.  Newton,  of  Paterson, 
reported  to  the  local  medical  society,  three  years  ago,  four 
or  five  cases  exemplifying  the  condition  of  exudative  nephritis, 
which  had  continued  for  a  long  time  after  the  puerperal 
eclampsia. 

Dr.  Edwin  B.  Cragin. — I  am  sure  those  of  us  who  have 
frequently  to  deal  with  eclampsia  are  much  indebted  to  Dr. 
Edebohls  for  his  careful  work  along  this  line.     There  are  three 
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or  four  questions  that  have  occurred  to  me  during  the  reading 
of  the  paper.  First,  the  danger  of  the  operation.  I  will 
admit  that  this  is  slight  in  Dr.  Edebohls'  hands.  But  in  the 
last  twenty-nine  cases  of  eclampsia,  with  convulsions,  at  the 
Sloane  Maternity  Hospital,  there  has  been  only  one  death. 
One  death  in  twenty-nine  from  the  ordinary  treatment  of 
eclampsia  is  not  very  great,  and  the  question  arises  whether 
the  deaths  from  renal  decapsulation  might  not  possibly  equal 
that  in  anyone's  hands  but  his. 

One  or  two  other  points  present  themselves  in  thinking  of 
his  case.  In  the  first  place,  the  woman  was  allowed  to  have 
several  convulsions  before  any  attempt  at  emptying  the 
uterus  was  undertaken.  In  the  second  place,  after  she  had 
had  her  uterus  emptied,  she  was  subjected  to  another  shock, 
slight  as  it  may  have  been,  in  the  repair  of  the  lacerations. 
The  question  arises  whether  under  the  circumstances  that 
might  not  better  have  been  omitted.  The  recovery  of  the 
woman  was  very  satisfactory  both  to  Dr.  Edebohls  and  to 
all  of  us,  and  if  we  can  show  from  future  results  in  this  work, 
under  similar  circumstances,  that  the  mortality  is  as  low  as 
from  the  ordinary  treatment  of  puerperal  eclampsia,  I  am 
sure  those  of  us  who  have  to  deal  with  this  condition  will  be 
glad  to  give  the  method  a  trial.  If  his  results  are  such  that 
he  can  postpone  or  make  unnecessary  the  emptying  of  the 
uterus,  the  results  to  the  fetus  will  be  well  worth  any  labor 
he  has  devoted  to  it. 

Dr.  Edebohls  (closing). — One  or  two  remarks  of  Dr. 
Cragin  call  for  comment.  Dr.  Cragin  has  told  us  of  twenty- 
odd  cases  of  puerperal  eclampsia  with  but  one  death.  Now, 
we  all  know  that  the  bare  statement  of  such  a  fact  does  not 
mean  very  much.  To  be  of  real  value,  such  a  statement  must 
be  accompanied  by  additional  information  relating  to  the 
severity  and  the  frequency  of  the  attacks,  to  the  origin  of  the 
eclampsia,  whether  or  no  renal,  to  the  date  of  beginning  of 
the  seizures;  whether  before,  during,  or  after  labor.  To  refer 
to  the  last  phase  of  the  question  alone,  puerperal  eclampsia  of 
renal  origin  beginning  before  labor  and  persisting  after  the 
completion  of  the  parturient  act  has,  admittedly,  the  highest 
mortality.  To  this  class  belonged  the  case  reported,  in  which 
renal  decapsulation  was  performed  forty-six  hours  after  de- 
livery with  the  happiest  result  upon  a  patient  in  whom 
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uremic  coma  was  steadily  deepening,  and  over  whom  speedy 
dissolution  seemed  impending. 

A  slight  criticism  was,  perhaps,  implied  in  the  remarks  of 
Dr.  Cragin  anent  the  suture  of  the  cervical  incisions  and  tears. 
The  tears  were  not  repaired  immediately  after  delivery  in 
our  patient,  for  the  reason  that  it  was,  at  the  time,  considered 
risky  to  prolong  the  narcosis,  and  as  there  was  no  bleeding 
from  the  tears  to  compel  immediate  closure,  they  were  left 
undistiubed  until  the  following  day.  Another  reason  for 
deferring  suture  of  the  tears  was  connected  with  the  necessity 
of  tamponading  the  uterine  cavity  to  insure  contraction. 
To  remove  the  gauze  through  a  newly-sewn  cervix  would 
probably  have  nullified  the  suturing. 


CARCINOMA  OF  THE  CERVIX  UTERI.* 

By  Thaddeus  A.  Reamy,  M.D., 
Cincinnati,  Ohio. 


Case  I. — Woman,  aged  thirty-seven  years,  resident  of 
Cincinnati,  mother  of  two  children,  consulted  me  February, 
1873.  History  of  menorrhagia  with  more  or  less  intra- 
menstrual  hemorrhage.  Digital  examination.  Cervix  en- 
larged, hard,  nodular,  not  freely  movable.  At  left  margin 
of  OS  an  ulcer  could  be  detected  by  touch.  Examination 
caused  loss  of  blood.  Visual  inspection  through  speculum 
revealed  distinct  ulceration  at  the  point  indicated  b}^  touch. 
By  tenaculum  and  sharp  scissors  removed  a  plug  involving 
border  of  ulcer  and  tissue  beyond. 

Microscopic  examination  by  Dr.  H.  A.  Clark,  at  the  time 
lecturer  on  chemistry  and  microscopy  in  the  Medical 
College  of  Ohio.  He  reported  "fibrous  stroma  with  ovoid 
alveolar  spaces,  cells  with  large  nuclei,  compressed  epithelial 
cells,"  etc. 

Diagnosis.     Epithelial  cancer. 

Operation  March  18,  1873.  Assisted  by  Prof.  Clark  and 
two  of  my  private  students,  I  removed  with  Cutting  gouge 
forceps,  a  Simon  scoop,  and  scissors  the  infravaginal 
cervix.  With  small-sized  Simon  scoop  the  upper  portion 
of  cervix  was  funneled  out  nearly  to  os  internum.  Dressed 
with  lint  saturated  with  sol.  bromin  1 :  13  of  alcohol,  well 

*  1.  Spontaneous  recovery  from  carcinoma  does  not  occur.  2.  Un- 
equivocal recovery  lasting  for  ten  to  twenty-five  years,  of  even  two 
cases  following  removal  of  the  diseased  and  adjacent  tissues,  proves 
(a)  the  curability  of  carcinoma  of  the  cervix,  and  (6)  its  local  origin. 
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packed  into  the  excavation.  Vagina  tamponed  with  ab- 
sorbent cotton  soaked  in  sol.  bicarb,  soda. 

All  dressing  remained  thirty  hours.  On  removal  parts 
washed  with  warm  sol.  chlor.  sodium.  Subsequent  dress- 
ings, lint  in  sol.  carbolic  acid  1 :  270  of  proof  spirits. 

Results.  Perfect  recovery.  Considerable  cicatricial  con- 
traction in  upper  anterior  portion  of  vagina. 

Patient  examined  by  me  May,  1876.  Health  perfect. 
Os  uteri  very  short,  but  healthy. 

Abstract.  See  report  in  full  in  Transactions  Ohio  State 
Medical  Association  for  1876,  pp.  140  to  143.  This  patient 
was  reported  as  being  in  excellent  health  in  April,  1888, 
fifteen  years  after  operation. 

In  May,  1891,  eighteen  years  after  operation,  she  was 
examined  by  me  in  my  office,  at  my  request,  in  the  presence 
of  Dr.  E.  W.  Mitchell,  now  a  member  of  the  faculty  of  the 
Miami  Medical  College,  Health  perfect;  vaginal  vault 
smooth.     Senile  changes  normal. 

Case  II. — Mrs.  S.,  residing  near  Ohio  River  a  few  miles 
above  Cincinnati,  consulted  me  May,  1874.  Aged  fifty 
years,  six  children,  youngest  ten  years;  no  abortions  or 
miscarriages.  Menorrhagia  for  a  year.  Within  past  two 
months  almost  constant  bloody  discharge,  some  odor, 
some  flakes  in  discharge.  Suffered  attacks  of  sharp  pelvic 
pain. 

Examination  by  touch,  and  visual,  by  speculum.  Cer- 
vical induration.  From  right  and  left  angle  of  os,  firmly 
embedded  in  wall,  hard,  nodular  masses;  two  ragged  ulcers 
extending  into  cervical  canal.  Section  of  nodule  secured. 
Microscopic  examination  by  Prof.  Clark,  who  reported 
unequivocal  cancer. 

Assisted  by  Prof.  H.  A.  Clark  and  two  pupils,  Giles 
Mitchell  and  Elmer  Jackson,  the  cervix  was  removed  by 
the  same  instruments  and  in  the  same  manner  as  in  Case  I. 
Cervix  was  hollowed  out  to  the  os  internum. 

After-treatment  same  as  in  Case  I. 
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Results.  Perfect  recovery.  Gained  in  weight.  Was  in 
good  health  May,  1876. 

Abstract.  See  full  report  Transactions  Ohio  State  Medical 
Society  for  June,  1876. 

This  woman  examined  by  me  at  my  office  in  May,  1878. 
No  evidence  of  return  of  disease.  She  died  one  year  later 
of  pneumonia.     Nine  years  without  recurrence. 

Case  III. — Mrs.  B.,  resident  of  Covington,  Ky.,  con- 
sulted me  in  February,  1879.  Aged  thirty-four  years. 
Anemic.  Three  children,  two  abortions.  Had  suffered  with 
leucorrhea  for  two  years ;  past  six  months  a  bloody  vaginal 
discharge.  Coitus  generally  followed  by  "bloody  show," 
but  not  painful.  Digital  examination.  Cervix  greatly  en- 
larged, nodular  thickening  about  os,  anterior  lip  elongated, 
uterus  mobile.  No  enlargement  or  displacement  of  ovaries 
detected.  Examination  caused  flow  of  blood.  Examina- 
tion by  Sims  speculum.  Left  lateral  cervical  laceration 
with  a  cicatricial  plug  in  angle.  Anterior  lip  elongated 
and  thickened.  Nodular  condition  extended  about  half- 
way to  cervicovaginal  junction.  Three  small  ulcers  in 
anterior  lip.  Vaginal  walls  healthy.  Sound  entered 
uterine  cavity  three  and  three-quarter  inches. 

Diagnosis.  Cancer.  No  microscopic  examination  made. 
Operation  at  patient's  residence  March  8,  1879.  Assisted 
by  Drs.  Thomas  and  Jessup.  Cervix  was  amputated  by 
scissors  at  vaginal  junction,  making  anterior  and  posterior 
flaps  over  stump.  Mucous  membrane  stitched  after  my 
well-known  method.  My  silver  wire  twisted  stem  pessary 
inserted  to  prevent  cervical  stenosis. 

Recovery  prompt.  The  specimen  removed  was  sub- 
mitted for  microscopic  examination  to  Dr.  Frederick 
Kebler,  lecturer  on  pathology.  Medical  .College  of  Ohio, 
who  on  April  26th  made  the  following  report: 

"Specimen  lobulated  at  outer  limit.  On  section  tubular 
structure  surrounded  by  fibrous  layers,  nests  of  cells  con- 
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nected  by  epithelial  bands.  The  centres  of  lobules  are 
some  of  them  filled  with  colloid  matter,  others  with  hard 
masses.  The  tubules  probably  arose  from  the  cervical 
glands.  The  above  condition  was  found  on  section  to 
extend  toward  base  of  the  specimen  for  a  distance  of  more 
than  a  half-inch.  Sections  at  base  of  the  specimen  show 
perfectly  normal  structure. 

*'Kebler." 

The  above  is  case  15  in  my  tabulated  55  cases  of  amputa- 
tion of  the  cervix  uteri  for  cancer.  See  Transactions 
OF  THE  American  Gynecological  Society,  vol.  xiii.  pp. 
171  to  184.  When  that  report  was  made  this  woman  had 
been  exempt  from  recurrence  eight  years.  She  gave  birth 
to  a  healthy  child  in  January,  1889,  when  she  was  nearly 
forty-two  years  old,  and  five  years  subsequently  she  was 
examined  by  me  and  found  free  from  disease.  Thus  mak- 
ing fifteen  years  without  recurrence. 

Case  IV. — Mrs.  W.,  of  Cincinnati,  wife  of  a  prominent 
business  man,  mother  of  a  now  prominent  young  physician, 
consulted  me  March,  1889.  She  was  forty-four  years  of 
age,  mother  of  four  children,  youngest  five  years  old.  Had 
not  menstruated  for  past  two  years.  During  past  year 
had  suffered  with  leucorrhea.  For  three  months  there  had 
been  an  occasional  show  of  blood.  Had  noticed  recently 
some  odor  from  vaginal  discharge.  Some  pelvic  pain. 
Her  general  health  was,  however,  excellent.  Of  late  had 
gained  in  weight  slightly,  and  somewhat  inclined  to  obesity. 
Digital  examination.  Cervix  widened,  very  nodular  and 
hard;  lips  much  thickened.  On  left  side  deep  fissure  as 
though  there  had  been  an  extensive  laceration. 

Speculum  Examination.  Left  side  showed  laceration 
nearly  to  vaginal  junction.  In  bottom  of  tear  liberal 
amount  of  cicatricial  tissue.  Each  lip  much  thickened, 
marked  eversion.  Just  within  cervical  canal,  anteriorly, 
at  base  of  large  nodule  was  a  distinct  ulcer.     At  other 
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points  there  was  abrasion  of  mucous  membrane.  One 
large  nodule  showed  whitish,  shiny  surface,  from  which,  on 
pressure,  a  pale-reddish  juice  escaped.  From  the  ulcer,  as 
well  as  from  abraded  surfaces,  considerable  blood  was 
discharged  during  examination.  One  point  which  re- 
sembled somewhat  an  enlarged  Nabothian  gland  was 
p\mctured,  but  no  characteristic  fluid  escaped,  only  bloody 
serum. 

Diagnosis.  Cancer.  So  sure  was  I  of  the  correctness  of 
the  diagnosis  that  I  did  not  deem  it  necessary  to  await 
microscopic  examination. 

Ten  days  subsequently,  at  patient's  residence,  assisted 
by  Dr.  C.  L.  Bonifield  and  Dr.  E.  W.  Mitchell,  who  admin- 
istered the  ether,  I  amputated  the  cervix  with  scissors. 
The  anterior  and  posterior  flap  operation  was  made.  The 
cervix  was  seized  with  heavy  volsellum  forceps  and  the 
uterus,  which  was  freely  movable,  was  dragged  down. 
The  incisions,  being  commenced  anteriorly  and  posteriorly 
not  quite  at  the  cervicovaginal  junction,  were  carried  high 
up  on  either  side  to  the  junction,  cutting  away  all  of  the 
cicatricial  tissue  on  the  left  side,  making  the  cervix,  when 
removed,  wedge-shaped,  the  incisions  having  met  just 
below  the  level  of  the  os  internum.  On  the  left  side  there 
was  free  bleeding,  so  that  it  was  found  necessary  to  ligate 
two  arteries.  This  was  done  with  catgut.  The  uterine 
artery  was  not  divided.  Reamy's  twisted  silver  wire 
pessary  was  inserted  as  a  precaution  against  stenosis, 
and  the  flaps  closed  by  silkworm-gut  sutures,  which  were 
allowed  to  remain  eighteen  days.  No  dressings  of  any 
character.  No  vaginal  douches  until  eighth  daj^;  then 
only  with  weak  carbolized  water.  Union  by  first  intention. 
Was  not  at  any  time  any  vaginal  discharge.  The  specimen 
was  submitted  to  Dr.  James  M.  French,  demonstrator  of 
pathology,  Medical  College  of  Ohio,  who  reported:  "Cyl- 
indric-celled  epithelioma."  By  arrangement  with  this 
patient  and  her  husband,  she  was  examined  by  me  every 
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two  or  three  months  during  the  next  two  years,  and  two  or 
three  times  annually  until  six  years  had  elapsed.  She  was 
examined  by  me  three  years  ago.  I  telephoned  her  son, 
Dr.  W.,  two  months  since,  asking  for  his  mother's  con- 
dition; he  reported  her  well.  Thus  twelve  years  have 
elapsed  luithout  recurrence. 

Case  V. — Mrs.  Van  H.,  resident  of  Westchester,  Ohio, 
entered  my  private  hospital  January  4,  1885.  She  w^as 
forty-thi'ee  years  old.  Mother  of  four  children.  She  had 
suffered  for  six  months  with  hemorrhage  from  vagina.  Was 
pale  and  thin. 

Examination  digital  and  by  speculum.  Cervix  so  en- 
larged as  to  fill  upper  portion  of  vagina ;  a  rough,  irregular 
mass,  friable — bleeding  at  slightest  touch,  easily  broken 
down.  The  examining  finger,  however,  could  be  carried 
around  the  mass,  touching  apparently  healthy  cervical 
mucous  membrane  at  every  point  of  jmiction  with  vagina; 
with  difficulty  the  os  was  made  out  and  Simpson's  uterine 
sound  passed  to  a  depth  of  four  and  three-fourths  inches  to 
fundus.     Uterus  freely  movable. 

Diagnosis.     Cauliflower  cancer. 

January  20.  Assisted  by  the  house  physician.  Dr. 
Hirons,  now  of  New  York  City,  and  Dr.  E.  W.  Mitchell, 
under  ether  anesthesia,  the  vaginal  mass  was  scraped  away 
by  a  heavy,  sharp,  Simon  scoop,  leaving  a  comparatively 
healthy  cervix  protruding  into  the  vagina  at  least  two- 
thirds  of  an  inch.  Bleeding  was  free,  but  soon  checked 
by  compresses  and  Paquelin's  cautery  button.  The  cervix 
was  now  seized  and  drawn  down,  anterior  and  posterior 
incisions  made  by  scissors,  bladder  separated  from  upper 
cervix  by  fingers  and  closed  scissors,  not,  however,  opening 
peritoneal  cavity.  Neither  was  the  peritoneum  opened 
posteriorly,  but  dissection  was  carried  well  up  under 
Douglas'  pouch.  Now  the  cervix  was  bisected  and  cut 
away.  Uterine  artery  or  a  large  branch  of  same  pulsated 
strongl}^,  and  was  secured  by  a  long,  full-curved  aneurysm 
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needle  and  ligated  with  silk  before  cutting  through  this 
portion  of  the  cervical  flap.  Upper  portion  of  wound 
closed  by  chromicized  catgut,  and  lower  portion  by  silk- 
worm-gut. Twisted  silver  wire  pessary  inserted.  Few 
strips  of  gauze  from  a  carbolic  acid  solution  1:6000,  in 
vagina.     Recovery  perfect. 

Macroscopically  the  portion  of  cervix  above  the  vaginal 
junction  seemed  healthy.  All  the  masses  removed  by 
scoop,  and  that  removed  by  scissors,  submitted  for  micro- 
scopic examination  to  Dr.  Frederick  Kebler,  at  the  time 
lecturer  on  histology  and  demonstrator  of  pathology  and 
histology,  Medical  College  of  Ohio,  and  pathologist  to  the 
Cincinnati  Hospital.     He  reported  April  20,  1885: 

"Dear  Dr.  Re  amy: 

"The  specimen  presented  by  you  for  examination  shows 
'typically.'  The  disease  is  what  the  French  call  'adeno- 
carcinoma.' It  is  the  so-called  cauliflower  cancer.  Will 
give  you  the  exact  report  of  findings  if  you  desire. 

"Yours  truly, 

"Kebler. 

"P.  S. — The  disease  is  confined  exclusively  to  one  end  of 
the  cervical  sections.     Outer  portions  normal. — K." 

This  woman  is  now  residing  at  Westchester,  Ohio.  I 
have  seen  her  from  time  to  time.  No  evidence  of  return 
of  the  disease.  In  a  letter  from  her  daughter.  Miss  Nellie 
Van  H.,  dated  April  10,  1903,  I  am  informed  that  there 
has  been  no  recurrence.  Thus  we  have  eighteen  years  since 
removal  without  recurrence. 

Case  VI. — Mrs.  M.  W.  was  admitted  to  my  service  in 
Cincinnati  Hospital  in  November,  1891.  Patient  was 
forty-one  years  old,  mother  of  two  children.  She  was  pale, 
but  not  emaciated.  She  had  for  past  three  months  suffered 
with  slight,  bloody,  vaginal  discharge,  not  constantly,  but 
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at  times  more  profuse.  Prior  to  commencement  of  this 
bloody  discharge  she  had  not  menstruated  for  one  year. 
She  suffered  occasional  pelvic  pains. 

Examination  under  ether.  Intravaginal  cervix  much 
enlarged;  external  os  quite  patulous;  lips  thickened  and 
everted.  Could  carry  the  examining  finger  one-half  to 
three-quarters  of  an  inch  within  the  cervical  canal,  where 
it  encountered  a  moderately  firm  but  very  friable  mass. 
Small  portions  of  it  could  easily  be  broken  away  by  the 
finger-nail  used  as  a  curet.  This  was  attended  by  loss  of 
blood;  uterine  sound  showed  but  little  increased  depth  of 
cavity;  uterus  found  to  be  freely  movable.  Could  detect 
no  involvement  of  ovaries  or  thickness  of  broad  ligaments. 
Could  detect  no  inguinal  or  obturator  glandular  enlarge- 
ment. 

Diagnosis.     Carcinoma  of  the  cervix. 

Operation,  December  3,  1891,  in  public  amphitheater  of 
the  Cincinnati  Hospital.  Vaginal  hysterectomy,  including 
uterus,  ovaries,  and  tubes.  Vessels  secured  by  four  clamp 
forceps.  lodoform-gauze  strips  loosely  packed  between 
forceps,  to  guard  against  hernia  of  intestines.  No  stitching 
of  peritoneum.  Clamps  removed  in  fifty  hours  and  gauze 
on  third,  fourth,  and  fifth  days.  No  vaginal  douche  until 
sixth  day.  Recovery  speedy.  Vaginal  vault  sound  within 
five  weeks.     Patient  left  her  bed  in  three  weeks. 

Specimen  showed  on  examination  involvement  of  most 
of  the  cervix.  Some  chronic  endometritis.  Submitted  for 
microscopic  examination  to  the  pathologists  of  the  hospital, 
Drs.  Kebler  and  Cameron,  who  reported  "cervix  exten- 
sively involved  by  squamous  cancer."  Body  of  uterus, 
ovaries,  and  tubes  comparatively  normal. 

The  following  note  is  from  Dr.  Magnus  A.  Tate,  now 
associated  in  the  Faculty  of  the  Miami  Medical  College. 
He  witnessed  the  operation  and  has  since  been  physician 
to  the  woman. 
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"CiNCiNxXATi,  April  6,  1893. 

"Dear  Dr.  Re  amy: 

"Mrs.  Matilda  Wilson  was  born  October,  1859.  She 
was  operated  on  by  you  at  the  Cincinnati  Hospital  De- 
cember 3, 1891.  Vaginal  hysterectomy;  uterus,  tubes,  and 
ovaries  removed.  Her  name  is  now  Mrs.  L.  She  resides 
at  No.  —  street,  Covington,  Ky. 

"Very  sincerely  yours, 

"Magnus  A.  Tate." 

In  this  case  we  have  twelve  years'  exemption. 

No  authorities  are  quoted,  it  being  my  purpose  to  prove 
from  my  own  work  that  in  some  cases,  when  operated  on 
early,  cure  follows  removal  of  diseased  tissue.^  I  make  no 
point  as  to  the  method  of  operation.  That  in  most  of  the 
cases  quoted  the  operation  was  simply  amputation  of  the 
cervix  I  leave  without  comment. 

Comparison  of  methods  is  no  part  of  my  present  purpose. 
No  treatment  can  be  of  any  permanent  avail  unless  insti- 
tuted in  the  very  earliest  stages  of  the  disease,  before  there 
is  any  general  lymphatic  involvement.  In  most,  if  not  all, 
cases  of  epithelioma  of  the  cervix  several  weeks,  indeed 
months,  elapse  before  glandular  involvement  or  material 
extension  from  the  point  of  attack.  During  this  stage  is 
the  time  for  operation,  and  if  done  during  this  stage  a  cure 
may  be  expected  in  a  good  percentage  of  cases.  If  the 
operation  be  made  at  this  stage  it  is  to  my  mind  doubtful 
whether  anything  can  be  gained  by  i-emoval  of  the  uterus 
in  cases  of  cancer  of  the  cervix.  I  must  be  pardoned  for 
standing  in  this  view  on  ground  occupied  by  me  more  than 
fifteen  years  ago. 

It  remains  now  only  to  emphasize  an  old  lesson.  Let  the 
family  physician  watch  with  greater  zeal  and  more  care 

^  Many  additional  cases  from  my  work  could  be  cited,  but  the  above 
are  deemed  sufficient  for  my  contention. 


THADDEUS  A.  REAMY.  15i 

than  ever  in  the  past  for  the  first  manifestations  of  the 
disease.  He  should  not  wait  for  the  patient  to  ask  him 
why  she  has  a  "bloody  show"  at  irregular  times,  but  should 
make  it  his  duty  to  put  every  married  woman  over  thirty 
years  of  age  in  families  under  his  care  on  her  guard, 
explaining  to  her  fully  first  symptoms  and  the  importance 
of  communicating  them.  And  in  any  suspicious  case  the 
family  physician  should  insist  upon  an  examination. 


PRIMARY  CARCINOMA  OF  THE  VULVA. 

By  Reuben  Peterson,  M.D., 

Ann  Arbor,  Mich. 


In  spite  of  the  comparative  rarity  of  primary  carcinoma 
of  the  vulva,  it  has  been  my  good  fortmie  during  the  past 
three  years  to  meet  with  four  cases  of  this  disease.  Unless 
I  am  mistaken,  the  subject  of  malignant  disease  of  the 
female  external  genitals  has  never  been  brought  up  for 
discussion  before  this  Society.  This  is  not  commensurate 
with  the  importance  of  the  subject  when  in  the  practice  of 
a  single  member  four  cases  are  encountered  in  a  very  few 
years.  A  perusal  of  the  literature  of  primary  carcinoma 
of  the  vulva  does  not  bear  out  the  contention  of  one  of  our 
members  that  the  final  word  has  been  said  upon  most 
gynecologic  subjects. 

Case  I. — Mrs.  C,  widow,  aged  forty-nine  years,  mother 
of  several  children,  consulted  me  in  January,  1900,  at  the 
Postgraduate  Hospital,  Chicago.  Eleven  years  before 
she  had  had  a  growth  removed  from  the  larynx.  Opinions 
differed  as  to  the  nature  of  the  growth,  which  had  not 
returned  or  given  her  any  annoyance  since  its  removal. 
In  September,  1899,  the  patient  noticed  an  itching  about 
the  vulva.  The  parts  became  painful  and  a  growth  was 
noticed  on  the  left  side.  This  gradually  increased  in  size 
and  became  ulcerated.  Antisyphilitic  treatment  proved 
of  no  avail  and  she  was  sent  to  the  hospital. 

Examination  showed  an  ulcerated  area  of  the  left  labium 
minus  2|  centimeters  long  by  1^  centimeters  wide.  It  was 
situated  on  the  inner  side  of  the  labium,  its  upper  border 
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reaching  to  but  not  involving  the  glans  cUtoris.  It 
was  plaque-hke  with  beveled,  not  excavated  edges.  Its 
surface  was  gray  in  color,  with  no  bleeding  points.  The 
growth  was  hard,  indurated,  perfectly  movable,  and  un- 
attached to  the  deeper  structures  of  the  vulva.  The 
inguinal  glands  could  not  be  palpated. 

Thinking  that  the  diagnosis  lay  between  epithelioma  and 
syphilitic  lesion  of  the  vulva,  the  patient  was  advised  to 
have  the  small  growth  removed  for  microscopic  examina- 
tion. In  case  the  latter  revealed  epithelioma,  the  most 
probable  condition,  a  radical  removal  of  the  entire  vulva, 
including  both  sets  of  inguinal  glands,  was  advised. 

The  first  suggestion  was  accepted  by  the  patient,  and  on 
January  23,  1900,  the  growth  was  removed  by  an  elliptical 
incision  carried  just  outside  the  borders  of  the  ulcerated 
area.  The  line  of  incision  was  brought  together  by  inter- 
rupted silkworm-gut  sutures  and  healed  by  first  intention. 
Microscopic  examination  showed  the  growth  to  be  a 
typical  epithelioma  with  cornification  and  formation  of 
epithelial  pearls. 

In  spite  of  all  advice,  the  patient  refused  absolutely  to 
undergo  a  second  operation  for  removal  of  the  entire  vulva 
and  inguinal  glands.  Through  her  physician.  Dr.  A.  J. 
Brislen,  of  Chicago,  I  have  learned  that  a  short  time  after 
the  operation  the  inguinal  glands  became  enlarged,  and 
broke  down  with  extensive  suppuration.  She  died  from 
an  extension  of  the  disease  one  year  after  the  operation. 

Case  II. — Mrs.  H.,  widow,  aged  eighty-four  years,  was 
admitted  to  the  Presbyterian  Hospital,  Chicago,  i\\\y  31, 
1901,  while  I  was  temporarily  in  charge  of  Dr.  J.  C.  Webster's 
service.  Through  his  kindness  I  am  permitted  to  report  the 
case.  The  patient  is  the  mother  of  six  children,  four  of  whom 
are  still  living.  There  is  no  family  history  of  tuberculosis  or 
cancer.  The  patient  comes  to  the  hospital  because  of  a 
growth  on  the  vulva,  caused  by  a  fall  three  months  before. 
At  times  she  suffers  considerable  pain  in  the  region  of  the 
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growth,  especially  when  she  sits  in  a  chair.  Ever  since  the 
accident  micturition  has  been  painful.  She  has  had  a  foul 
discharge  for  some  time. 

Examination  showed  a  large  fungoid,  cauliflower  mass, 
the  size  of  a  hen's  egg,  starting  from  the  sulcus  between 
the  right  labium  niajus  and  minus.  Its  attachment  was 
1|  centimeters  to  the  right  and  a  little  above  the  glans 
clitoris.  The  tumor  was  5  centimeters  long,  3  centimeters 
wide,  and  was  raised  2  centimeters  above  the  surrounding 
surface.  The  color  was  pinkish-gray.  It  was  sharply 
circumscribed  and  its  margins  rose  abruptly  from  the 
surrounding  skin.  At  the  lower  end  of  the  right  labium 
majus  was  an  indurated,  slightly  elevated  patch  2  centi- 
meters in  diameter.  About  the  middle  of  the  left  labium 
majus  was  another  indurated  nodule,  twice  the  size  of  a  pea. 
Palpation  failed  to  reveal  any  enlargement  of  the  inguinal 
glands. 

Operation,  August  2,  1901.  Profiting  by  the  experience 
gained  in  the  former  case,  I  determined  to  do  the  radical 
operation  at  once.  It  was  not  deemed  advisable  to  remove 
the  inguinal  glands  for  fear  of  carrying  infection  upward 
from  the  sloughing  cauliflower  mass  on  the  vulva.  An 
elliptical  incision  was  made  about  both  primary  and  second- 
ary growths.  The  incision  began  some  two  inches  above 
the  base  of  the  clitoris,  and  was  carried  outward  an 
inch  beyond  both  primary  and  secondary  growths.  Below, 
the  incision  ran  1|  centimeters  below  the  normal  situation 
of  the  fourchette.  The  growth  was  not  adherent  to  the 
underlying  structures.  The  clitoris  and  both  the  labia 
majora  and  minora  were  thus  removed.  Two  and  a  half 
centimeters  of  mucosa  were  left  about  the  meatus  urinarius. 
The  profuse  hemorrhage  was  controlled  by  artery  forceps 
and  sponge  pressure.  The  deeper  parts  of  the  wound  were 
brought  together  by  buried  catgut  sutures.  The  operation 
was  then  completed  b}''  uniting  the  cut  edge  of  the  mucosa 
to  the  skin  incisions  by  interrupted  silkworm-gut  sutures. 
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There  was  some  suppuration  along  the  lines  of  incision, 
but  the  parts  healed  kindly  by  granulation.  The  patient 
left  the  hospital  August  27th. 

Microscopic  examination  of  the  growth  shows  it  to  consist 
of  islands  of  squamous  epithelium,  having  a  marked  tend- 
ency to  cornification  with  the  formation  of  large  numbers 
of  epithelial  pearls.  About  the  nests  of  epithelial  cells  are 
marked  small-cell  infiltration  areas  extending  to  some  dis- 
tance beyond .  In  the  overlying  epidermis  the  rete  Malpighii 
are  much  elongated  and  branched.  The  secondary  growth 
resembles  the  primary,  except  that  the  cell  nests  are  more 
numerous  and  show  less  tendency  to  cornification.  The 
small-cell  infiltration  is  also  nmch  less  than  in  the  primary. 

Diagnosis.     Squamous-cell  carcinoma  of  the  vulva. 

I  have  been  unable  to  ascertain  the  subsequent  history  of 
the  patient,  but  as  the  disease  was  much  more  advanced 
than  in  the  first  case,  the  presumption  is  that  there  was  a 
return. 

Case  III. — Mrs.  F.  (gynecologic  case.  No.  154),  married, 
aged  fifty-four  years,  was  referred  April  10,  1902,  to  the 
gynecologic  service  of  the  University  of  Michigan  Hospital 
by  Dr.  Williams,  of  Bangor,  Michigan.  The  patient  had 
had  four  children.  The  family  history  was  negative  and 
the  patient's  health  had  been  good  up  to  the  time  of  the 
present  trouble.  She  had  passed  through  the  menopause 
ten  years  before.  Six  months  before  admission  the  patient 
first  noticed  a  troublesome  itching  along  the  inside  of  the 
left  thigh.  At  the  end  of  a  month,  as  the  symptoms 
were  becoming  worse,  she  consulted  a  physician,  who  treated 
her  for  an  abscess.  Six  weeks  before  entrance  this  supposed 
abscess  was  lanced,  but  with  no  benefit,  as  the  itching  and 
burning  increased,  and  finally  were  replaced  by  a  distinct 
pain  in  this  region. 

Examination  showed  the  upper  portion  of  the  left  labium 
majus  and  minus  to  be  the  seat  of  an  ulcerated,  fungoid 
mass,  with  an  excavated,  indurated  center  and  edges.     Its 
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length  was  4  centimeters,  its  width  2  centimeters.  The 
surface  of  this  ulcer  was  covered  with  a  dirty,  grayish-white, 
purulent  discharge.  The  mass  involved  the  clitoris,  labium 
majus  and  minus.  It  was  movable  and  not  attached, 
apparently,  to  the  underlying  tissues.  The  right  labium 
minus  was  excoriated  by  the  sloughing  mass,  but  its  surface 
was  soft,  not  indurated,  and  apparently  not  the  seat  of  a 
secondary  growth.  There  was  no  involvement  of  the 
urinary  meatus,  the  edge  of  the  growth  being  1^  centimeters 
away.     The  inguinal  glands  could  not  be  palpated. 

Operation,  March  11,  1902.  The  growth  was  seared 
thoroughly  with  the  actual  cautery  and  its  surface  well 
soaked  with  1 :  500  bichlorid  solution.  The  growth  was 
then  removed  by  the  same  operative  procedure  as  was 
employed  in  the  second  case,  with  the  exception  that  no 
catgut  sutures  were  used  and  the  lower  portions  of  the 
labia  majora  and  minora  were  not  removed. 

Microscopic  Examination.  Extending  from  the  ulcer- 
ated surface  are  narrow,  anastomosing  cords  of  epithelial 
cells.  These  are  separated  by  varying  amounts  of  loose 
connective  tissue,  much  of  which  is  embryonic  in  character. 
In  other  fields  the  epithelial  cells  are  diffusely  infiltrating, 
the  underlying  tissue  showing  only  here  and  there  strands 
of  connective  tissue  containing  bloodvessels.  The  greater 
part  of  the  section  shows  no  tendency  whatever  to  cornifi- 
cation  except  in  one  field,  where  there  is  a  partial  formation 
of  a  few  epithelial  pearls.  In  the  unaffected  portion  along 
the  border  of  the  growth  is  marked  small-cell  infiltration,, 
with  increase  in  the  size  and  number  of  the  bloodvessels. 
Farther  toward  the  center  the  small-cell  infiltration  is 
localized  about  the  smaller  vessels  and  lymphatics  The 
tumor  cells  show  great  irregularity  in  size  and  shape,  both 
as  regards  their  nuclei  and  protoplasm.  The  nuclei  are, 
as  a  rule,  large,  vesicular,  hyperchromatic,  and  irregular  in 
form.  Mitotic  figures  are  abundant,  many  of  them  being 
very  atypical.     In  the  lymphatic  spaces  of  the  unaffected 
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portion  along  the  border  may  be  seen  single  epithelial  cells, 
also  small  nests  of  three  to  five  or  more.  The  connective 
tissue  about  the  growth  is  edematous  throughout,  the 
bloodvessels  congested,  and  in  some  places  there  is  the 
formation  of  numerous  new  capillaries.  The  inguinal 
glands  removed  later  show  metastases  from  the  primary 
growth,  the  cells  having  the  same  general  characteristics. 
In  one  place  the  cells  had  broken  through  the  capsule  and 
infiltrated  the  overlying  dermis. 

Diagnosis.  Carcinoma  of  the  vulva,  simplex  in  type, 
showing  but  little  tendency  to  cornification.  The  cells 
show  active  proliferation  and  beginning  metastases  via 
lymphatics. 

The  wound  healed  by  first  intention  and  the  patient  left 
the  hospital  three  weeks  after  the  operation.  She  re- 
entered the  hospital  four  months  later  for  a  return  of  the 
disease  in  the  left  inguinal  region.  She  noticed  a  swelling 
here  three  months  after  her  operation,  but  ascribed  it  to 
a  blow  she  received  in  this  region.  The  "bunch"  grew 
rapidly  until  now  it  is  the  size  of  an  egg.  There  is  con- 
siderable pain,  especially  when  the  patient  is  on  her  feet. 
She  has  lost  considerable  flesh  the  past  month. 

Examination  at  this  time  showed  no  local  return  of  the 
disease.  Except  for  absence  of  clitoris  and  vestibule,  it 
would  at  first  glance  be  difficult  to  distinguish  between  this 
and  a  normal  vulvar  orifice.  In  the  left  inguinal  region  is  a 
hard,  indurated  swelling,  extending  from  the  spine  of  the 
pubes  to  within  three  inches  of  the  anterior  superior  spine 
of  the  ilium.  Toward  the  median  line  from  Poupart's 
ligament  the  swelling  is  hard  and  non-sensitive;  below 
Poupart's  ligament  there  is  a  red,  sensitive,  elastic,  and 
fluctuating  area. 

Secondary  Operation,  August  8,  1902.  Extensive  removal 
of  lymphatics.  The  latter  in  places  were  greatly  enlarged 
and  broken  down.  The  wound  healed  by  first  intention, 
but  the  areas  contiguous  to  the  line  of  incision  remained 
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red  and  sensitive.  Later,  this  took  on  more  active  growth. 
The  X-ray  was  tried,  but  with  no  benefit.  The  patient 
returned  home  and  died  from  the  extension  of  the  disease, 
November  27,  1902. 

Case  IV. — Mrs.  F.  (gynecologic  case,  No.  438),  married, 
aged  forty-three  years,  was  referred  to  the  University  of 
Michigan  Hospital  February  23,  1903,  by  Drs.  Mater  and 
Young,  of  South  Haven,  Michigan.  The  patient  has  had 
one  child,  at  whose  birth  she  was  badly  lacerated.  She  had 
been  in  fair  health  up  to  seventeen  months  ago,  when  she 
noticed  for  the  first  time  two  small  ''pimples"  on  the  left 
portion  of  the  external  genitals.  They  looked  like  blisters. 
As  they  grew  larger  they  ran  together  to  form  a  raw  surface, 
which  smarted  severely.  This  patch  looked  like  raw  meat 
and  exuded  clear  fluid.  For  the  past  three  months  white 
patches  have  formed  on  the  sore.  At  present  it  is  very 
tender  and  bleeds  easily,  and  causes  patient  a  great  deal  of 
distress  and  uneasiness,  even  keeping  her  awake  nights. 

Examination.  Extending  from  the  center  of  the  left 
labium  majus  across  the  fourchette,  and  for  about  1  centi- 
meter upward  on  the  left  labium  majus,  is  an  ulcerated 
growth  with  slightly  raised  and  indurated  edges.  Its  total 
length  is  5  centimeters,  its  greatest  width  2  centimeters. 
Its  surface  is  covered  with  a  grayish-white  film,  through 
which  there  appear  here  and  there  small,  bright-red  areas. 
The  growth  appears  quite  superficial,  the  induration  ex- 
tending to  a  depth  of  not  more  than  1  centimeter.  The 
clitoris  and  labium  minus  are  quite  free  and  apparently 
normal.     The  inguinal  glands  could  not  be  palpated. 

Operation,  March  6,  1903.  The  operation  was  begun  by 
the  removal  of  the  lymphatics  from  both  inguinal  regions. 
The  ulcerated  surface  was  then  thoroughly  cleansed  with 
peroxid  of  hydrogen  and  touched  with  the  actual  cautery. 
The  growth  was  removed  by  an  operation  similar  to  that 
employed  in  Case  III.  There  was  a  slight  suppuration  in 
the  upper  portion  of  the  vulvar  wound ;  otherwise  the  con- 
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valescence  was  uninterrupted,  and  the  patient  left  the 
hospital  three  weeks  after  the  operation. 

Microscopic  Exmnination.  The  surface  of  the  growth 
is  ulcerated,  the  epithelium  wanting,  and  the  whole  covered 
by  leukocytes,  red  blood  cells,  fibrin,  and  large  numbers  of 
micro-organisms.  Extending  for  a  well-defined  distance 
into  the  subcutaneous  tissue  are  large  numbers  of  epithe- 
lioid cells  arranged  in  nests  and  masses,  with  connective 
tissue  between.  The  cells  show  a  marked  tendency  to 
cornification,  with  the  formation  of  numerous  epithelial 
pearls.  These  nuclei  are  large  and  vesicular  and  show 
well-marked  nucleoli.  In  the  mesoplastic  tissue  surround- 
ing the  cell  nests  are  enormous  numbers  of  eosinophile  cells, 
particularly  at  the  lateral  borders  of  the  growth.  These 
cells  have  from  one  to  three  nuclei,  the  parts  connected 
usually  by  a  thread  of  nuclear  material.  In  the  same  region 
are  found  a  few  small  round  cells,  though  not  to  any  marked 
extent.  In  the  tissue  between  the  nests  of  cells  are  found 
large  numbers  of  mast-cells  and  considerable  mucous  de- 
generation. The  growth  has  very  sharp  boundaries,  with 
no  metastases  in  the  immediate  lymphatics.  The  lymph 
glands  from  the  inguinal  region  showed  no  metastases, 
although  serial  sections  were  made  of  every  gland  removed. 

Diagnosis.  Squamous-cell  carcinoma  of  vulva,  showing 
much  cornification. 

Frequency.  It  is  acknowledged  generally  that  primary 
carcinoma  of  the  vulva  is  a  rare  disease.  Yet  the  statistics 
of  Gurlt  and  Gonner  show  the  disease  to  be  more  frequent 
than  one  would  suppose.  Gurlt  estimated  that  in  10  per 
cent,  of  all  cases  of  carcinoma  in  the  female  the  seat  of  the 
disease  was  the  vulva.  Gonner,  from  a  statistical  study 
of  carcinoma  cases  in  the  gynecologic  clinic  in  Base  Icomes 
to  the  conclusion  that  of  cancers  of  the  female  generative 
tract  5  per  cent,  are  situated  on  the  vulva.  It  is  difficult  to 
reconcile  these  estimates  with  the  experience  of  some  of 
our  American  gynecologists.     Noble  reported  two  cases 
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of  epithelioma  of  the  vulva  before  the  College  of  Physicians 
in  1900.  He  refers  to  a  similar  report  made  by  Hirst 
before  the  same  Society  a  few  years  before,  and  although 
most  of  the  operating  gynecologists  in  Philadelphia  were 
present  at  the  meeting,  not  one  had  ever  seen  a  case  of  this 
disease.  In  the  same  discussion  Dr.  Beyea  made  the 
statement  that,  of  all  the  cancer  cases  admitted  to  the 
University  of  Pennsylvania  and  Gynecean  Hospitals  during 
a  period  of  six  years,  there  had  been  only  one  case  of  carci- 
noma of  the  vulva. 

Age.  There  seems  to  be  a  predisposition  for  carcinoma 
of  the  vulva  to  attack  old  women.  The  average  age  is 
higher  than  with  carcinoma  of  other  parts  of  the  genital 
tract.  Winckel's  statistics  regarding  the  age  at  which 
carcinoma  of  the  vulva  appears  show  32.2  per  cent,  be- 
tween the  years  fifty  and  sixty,  while  25.8  per  cent,  were 
between  sixty  and  seventy.  It  must  not  be  forgotten, 
however,  that  in  a  certain  proportion  of  cases  (9.7  per  cent., 
Winckel)  the  disease  may  appear  during  the  decade  from 
thirty  to  forty.  West  reports  one  case  in  a  woman  of 
thirty-one. 

In  my  own  series  it  will  be  noticed  that  the  ages  are  dis- 
tributed between  two  decades,  forty  to  fifty  and  fifty  to 
sixty.  The  youngest  was  forty-three  and  the  oldest 
eighty-four. 

Seat  of  the  Disease.  The  location  of  the  malignant 
growth  was  practically  the  same  in  three  of  the  cases 
reported  (I.,  II.,  III.),  viz.,  to  the  left  or  right  of  the 
clitoris  and  a  little  below  that  organ.  In  Case  III.  the 
clitoris  was  involved  in  the  disease.  In  the  other  two 
cases  it  was  unaffected.  The  sulcus  between  the  labia 
majora  and  minora  a  little  below  the  clitoris  seems  to  be 
a  favorite  location  of  the  epithelial  growth.  Cases  are 
reported,  however,  where  the  starting  point  was  in  almost 
every  portion  of  the  external  genitals.  The  urinary 
meatus  is  rarely  the  seat  of  the  primary  disease. 


Fig.  1. 


Case  I.    Carcinoma  of  left  labium  minus.    Growth  verv  movable  and  circumscribed. 
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The  situation  of  the  ulceration  in  Case  IV.  was  pecuHar 
and  suggested  at  first  the  possibihty  of  lupus.  Starting 
on  one  labium  majus  it  swept  around  the  perineum  in  the 
form  of  a  crescent  and  nearly  reached  the  starting  point 
level  on  the  right  labium  majus. 

Initial  Sy77ipto77is.  In  three  of  the  cases  intense  pruritus 
was  the  first  symptom  of  any  importance.  In  each  case 
the  patient  voluntarily  spoke  of  this  symptom.  Pain  did 
not  seem  to  be  an  early  symptom  in  Cases  I.,  II.,  III.,  but 
was  very  marked  in  Case  IV.  Here  it  was  caused  probably 
by  the  peculiar  situation  of  the  ulcer,  which  was  more 
exposed  to  irritation  than  where  the  growths  are  located 
higher.  Burning,  smarting  pain  on  micturition  was  also 
a  prominent  symptom  in  this  case. 

Different  Types  of  the  Disease.  Cases  III.  and  IV. 
evidently  represent  two  distinct  types  of  carcinoma,  both 
clinically  and  microscopically.  Case  III.  represents  the 
active  form  of  the  disease.  A  few  months  after  its  appear- 
ance on  the  left  labium  majus  the  growth  had  ulcerated 
and  spread  to  the  clitoris  and  had  involved  the  inguinal 
glands  early,  as  the  disease  recurred  there  after  the  radical 
removal  of  the  growth.  The  microscope  showed  the  cells 
actively  proliferating.  For  the  most  part  there  was  no 
tendency  toward  cornification.  Case  TV.  is  an  example 
of  the  opposite  type  of  the  disease.  The  patient  had  had 
the  disease  for  some  seventeen  months,  and  while  extensive, 
locally,  the  inguinal  glands  were  not  enlarged.  Micro- 
scopically it  was  seen  to  be  a  typical  squamous-cell  carci- 
noma, with  a  marked  tendency  toward  the  formation  of 
epithelial  pearls  and  cornification.  Careful  serial  sections 
of  the  inguinal  glands  failed  to  reveal  any  evidence  of  cancer. 

Metastases.  I  believe  it  will  depend  largely  upon  the 
type  of  the  particular  growth  under  consideration  whether 
we  may  expect  involvement  of  the  inguinal  glands.  That 
they  are  not  involved  always  is  shown  by  the  case  just 
reported.     Veit    cpotes    Ingermann-Amitin    as    reporting 

Gyn  Soc  11 


162  PRIMARY  CARCINOMA  OF  THE  VULVA. 

a  similar  case,  although  Veit's  own  cases  all  showed  gland- 
ular involvement.  In  twenty-three  cases  collected  by 
Schwartz,  eleven  had  enlarged  inguinal  glands,  yet  in  only 
five  of  these  latter  cases  did  the  microscope  show  the  pres- 
ence of  carcinoma.  The  difficulty  lies  in  our  inability  to 
determine  in  what  particular  case  the  disease  has  not  spread 
by  way  of  the  lymphatics;  hence,  just  as  in  cancer  of  the 
breast,  we  are  driven  to  the  removal  of  the  inguinal  glands 
whenever  we  aim  at  a  radical  cure.  The  glands  should  l^e 
removed  first,  so  as  not  to  contaminate  the  operative  field 
by  the  discharge  from  the  ulcerating  mass  below.  The 
glands  in  both  inguinal  regions  should  be  removed  because 
it  is  impossible  to  state  positively  that  the  disease  has  not 
involved  the  opposite  side  of  the  vulvar  cleft. 

This  brings  up  the  question  of  contact  metastases.  In 
Case  III.  the  lesion  involved  the  left  labia  and  clitoris. 
The  right  labium  minus  was  excoriated  and  softened  by 
contact  with  the  oozing  surface  of  the  growth,  but  appar- 
ently not  secondarily  involved.  Yet  in  a  similar  case 
reported  by  Kelly,  where  only  one  side  was  removed,  the 
disease  returned  later  in  the  opposite  excoriated  and  soft- 
ened labium. 

Operation.  In  the  presence  of  one  such  reported  case, 
any  operation  aiming  to  cure  radically  must  insure  the 
complete  removal  of  both  labia  majora  and  minora  and 
clitoris.  The  incisions  must  be  elliptical  and  start  well 
above  the  base  of  the  clitoris.  They  must  meet  below  half- 
way between  the  anus  and  fourchette.  A  strip  of  mucosa 
must  be  left  around  the  meatus  above  when  that  orifice  is 
not  im^olved  in  the  disease.  The  hemorrhage  is  free,  but 
easily  controlled ;  especially  would  I  urge  the  cauterization 
of  the  ulcerated  surface  before  incision  into  healthy  surfaces. 
The  parts  are  easily  brought  together  by  interrupted  su- 
tures. 

Results.  If  carcinoma  of  the  vulva  can  be  seen  and 
treated  early  enough,  good  results  can  be  obtained.     Veit 
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quotes  Schwartz  as  having  ten  permanent  recoveries  out 
of  twenty-three  cases.  While  this  may  be  overstating 
the  case  somewhat,  it  is  unquestionably  true  that  there  is 
much  more  hope  of  cure  in  carcinoma  of  the  vulva  after 
the  radical  operation  than  after  the  most  radical  operations 
for  carcinoma  of  the  uterus. 


DISCUSSION  ON  THE  PAPERS   OF  DRS.  REAMY 
AND  PETERSON. 

Dr.  Philander  A.  Harris. — I  feel  that  my  results  of 
operation  for  cancer  of  the  uterus  are  not  as  favorable  as 
those  of  Dr.  Reamy,  and  while  I  do  not  want  to  take  the 
position  which  has  been  assumed  by  some,  that  every  oper- 
ation for  uterine  cancer  is  a  failure,  I  do  feel  that  it  is  a  pretty 
hard  field  in  which  to  accomplish  much.  However,  one  of  the 
worst  cases  of  cancer  of  the  uterus  not  involving  the  vagina 
wliich  I  have  encountered  was  operated  upon  in  1896,  and  the 
woman  remains  well  to  this  time.  In  my  whole  class  of  cases 
I  recall  but  three  or  four,  where  cancer  has  been  present,  in 
which  patients  have  outlived  a  period  of  more  than  three  or 
four  years. 

As  to  cancer  of  the  vulva,  referred  to  by  Dr.  Peterson,  I 
remember  having  operated  upon  but  one  case  of  cancer  primary 
in  the  external  genitalia.  That  case  occurred,  as  most  of  them 
are  said  to  do,  in  an  old  woman  between  seventy  and  eighty 
years  of  age.  She  was  operated  upon  as  thoroughly  as  I  was 
capable  of  doing,  after  which  she  enjoyed  a  respite  of  a  little 
less  than  two  years,  and  then  showed  signs  of  new-growth 
and  of  infection  above  Poupart's  ligament.  She  died  in  less 
than  two  years  and  a  half  after  the  operation. 

Dr.  Charles  P.  Noble. — In  reference  to  carcinoma  of  the 
cervix,  the  results  in  the  hands  of  none  of  us  have  been  as 
good  as  in  cancer  of  the  body.  But  still,  so  far  as  my  experi- 
ence goes,  I  am  glad  to  say  that  there  have  been  cures.  I 
have  knowledge  of  two  cases,  which  everyone  would  con- 
sider inoperable,  that  have  remained  well  for  fifteen  and  ten 
years.     These   cases  were   treated  by  chlorid   of    zinc   after 
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curetage,  and  have  remained  well  until  this  time.  It  is  true, 
the  cm-e  in  these  eases  may  be  considered  to  be  worse  than  the 
disease,  because  both  had  extensive  vesicovaginal  and  recto- 
vaginal fistulse  as  the  result  of  chlorid  of  zinc ;  but  they  have 
remained  well  all  these  years,  although  they  had  passed 
operability  in  the  sense  of  hysterectomy. 

As  to  hysterectomy  for  cancer,  I  cannot  state  the  exact 
percentage  of  cases  cured,  but  it  is  about  10  per  cent,  of 
the  hysterectomies  I  have  done  for  cancer  of  the  cervix, 
taking  five  years  as  the  period  of  estimated  cure.  One  of 
these  was  also  a  case  which  I  considered  inoperable  and 
beyond  the  hope  of  cure  at  the  time  the  operation  was  done. 
I  think  it  might  be  interesting  to  relate  one  case.  It  was  a 
case  in  the  family  of  a  physician,  and  operation  was  done 
really  at  the  urgency  of  the  doctor  to  avoid  the  disagreeable 
discharges  incident  to  the  development  of  cancer  of  the  cervix. 
I  attempted  to  do  an  abdominal  hysterectomy,  and  about 
the  time  that  all  the  ligatures  were  tied,  when  we  were  about 
to  cut  through  into  the  vagina,  the  patient  collapsed  on 
the  table  and  came  near  dying.  The  healthy  portion  of  the 
uterus  was  cut  off  and  the  cancerous  cervix  was  left.  She 
recovered,  and  the  problem  was  what  to  do  with  the  cancer 
of  the  cervix  which  still  remained.  She  had  a  small  vagina, 
and  I  thought  the  best  thing  was  to  burn  the  cervix  out  with 
the  cautery.  I  did  so,  and  burnt  a  hole  in  the  bladder.  Later, 
I  closed  up  this  hole.  This  was  seven  years  ago,  and  the 
patient  has  remained  well. 

So  far  as  carcinoma  of  the  external  genitals  is  concerned, 
I  have  had  four  cases.  Of  this  number,  three  are  dead.  One 
was  hopeless  at  the  time  of  operation.  Indeed,  I  only  re- 
moved the  growth  to  get  rid  of  the  discharges.  The  last  one 
was  a  case  of  carcinoma  of  the  clitoris,  and  the  woman  has 
remained  well  for  a  year  and  a  half.  In  that  case  I  did  what 
I  think  is  the  proper  operation  in  all  cases,  namely,  to  remove 
the  entire  external  genitals,  slit  up  the  groin  on  each  side,  and 
remove  the  inguinal  glands. 

Dr.  J.  Wesley  Bovee. — I  have  had  no  cases  of  carcinoma 
of  the  vulva  in  which  the  patients  were  seen  sufficiently  early 
to  cause  me  to  feel  justified  in  resorting  to  any  operative  pro- 
cedure other  than  cauterization,  but  I  am  very  glad  Dr. 
Peterson  has  had  some  cases  earlier. 
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As  to  the  results  of  treatment  of  cancer  of  the  uterus,  I 
have  seen  a  few  cases  in  which  I  believe  a  cure  was  effected. 
One  of  these  cases  I  shall  report  in  my  paper  on  uretero- 
cystostomy.  This  woman  I  operated  upon  in  1898.  There 
was  a  cancerous  mass  in  the  broad  ligament  surrounding  the 
ureter  to  the  extent  of  dilating  it,  and  this  led  me  to  exsect 
the  lower  portion  of  the  ureter  and  to  do  a  ureterocystostomy. 
The  woman  is  in  good  health  now,  as  I  saw  her  recently,  when 
I  was  called  to  see  her  daughter  in  consultation.  When  I 
operated,  I  did  not  think  she  would  be  alive  at  the  end  of 
two  years.  In  cancer  of  the  uterus  the  earlier  the  disease  is 
seen,  the  more  radical  the  procedure  should  be.  I  have 
noticed,  in  the  successful  treatment  of  cancer,  that  nearly  all 
of  the  gentlemen  tell  us  that  they  have  cauterized  their  cases. 
They  have  found  cases  that  they  did  not  expect  to  recover, 
and  had  used  the  cautery  on  them,  and  have  been  surprised 
to  see  them  recover.  This  keeps  afresh  in  our  minds  the  work 
of  Dr.  Byrne;  what  he  did  and  advocated.  In  this  connection 
I  would  call  the  attention  of  the  Society  to  the  instrument 
that  Dr.  Downes  has  devised,  and  which  I  am  using  almost 
exclusively  in  abdominal  surgery.  I  refer  to  the  electro- 
thermic  angiotribe.  Here  we  have  a  chance  to  apply  it  in 
the  radical  operation  for  cancer  of  the  uterus.  I  really 
believe  from  its  use  we  are  going  to  get  more  recoveries  from 
cancer  than  we  have  had  in  the  past,  and  I  hope  we  will  all 
be  able  in  a  few  years  to  report  cases  of  freedom  from  return 
of  as  long  standing  as  Dr.  Reamy  has  been  able  to  do  to-day. 

Dr.  I.  S.  Stone. — The  statistics  of  cancer  given  by  Dr. 
Reamy  are  very  suggestive.  I  recall  the  case  of  the  wife  of  a 
physician  living  in  this  city  who  was  operated  upon  in  1891. 
The  patient  had  seen  Dr.  Thomas  and  Dr.  Emmet,  of  New 
York,  and  had  also  consulted  physicians  in  Philadelphia, 
whose  names  I  do  not  remember.  However,  I  think  Dr. 
Goodell  was  one  of  them.  It  was  a  pronounced  case  of  cancer. 
Amputation  of  the  cervix  was  done,  and  the  woman  recovered 
from  the  operation  and  has  remained  well  up  to  this  day. 

With  reference  to  cauterization  in  these  cases,  I  think  Dr. 
Van  de  Warker  ought  to  have  a  tablet  in  the  Hall  of  Fame. 
This  treatment  by  cauterization  with  zinc  chlorid  has  been 
followed  in  many  instances  not  only  by  the  prolongation  of 
life  and  the  relief  of  distressing  symptoms  which  were  present 
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at  the  time,  but  I  have  no  doubt  a  great  many  women  have 
been  cured. 

It  is  constantly  occurring  in  my  experience  that  those  cases 
which  were  called  inoperable  are  living  and  have  lived  two 
and  three  and  even  four  or  more  years  after  cauterization. 
I  do  not  think  any  of  us  keep  sufficiently  accurate  reports  of 
these  cases.  About  two  years  ago  I  cauterized  such  a  case  in 
my  hospital,  and  sent  the  woman  home  to  live  about  six 
months.  The  cauterization  was  very  thorough,  but  I  regret 
to  say  that  there  is  a  fistula  through  the  base  of  the  bladder. 

The  other  day  I  was  called  up  by  telephone  to  go  and  see 

Mrs.  ,  and  to  my  surprise  that  woman  is  living  and 

apparently  well,  and  she  wanted  to  know  what  could  be  done 
for  the  fistula.  So  I  think  these  cases  ought  to  be  reported, 
and  I  am  sure  that  if  we  use  chlorid  of  zinc  more  frequently 
than  we  have,  we  will  get  better  results.  Another  thing: 
We  should  use  it  before  operating,  or  instead  of  doing  an 
operation  when  there  is  sloughing  cancer. 

In  regard  to  the  electric  angiotribe,  undoubtedly  it  fills  an 
indication,  but  we  all  remember  that  an  extensive  raw  surface 
is  observed  besides  that  which  is  caught  in  the  clamp  itself, 
and  if  we  have  sloughing  tissues,  or  a  raw  surface  which  is 
not  carcinomatous,  it  is  possible  to  reinfect  the  case.  If  we 
will  get  rid  of  sloughing  tissues  in  our  cases  previous  to  oper- 
ation, and  not  allow  any  portion  of  the  raw  surface  which 
we  make  in  vaginal  hysterectomy  to  be  contaminated  in  any 
way  with  carcinomatous  tissue,  we  will  have  better  results. 

Dr.  Matthew  D.  Mann. — It  seems  rather  curious  that 
some  of  the  cases  that  have  been  the  most  unpromising  have 
given  the  best  results,  and  that  there  seems  to  be  something 
in  the  theory  of  Dr.  Byrne  in  regard  to  the  use  of  the  cautery. 
The  best  result  I  ever  saw  in  a  case  occurred  in  my  practice 
many  years  ago,  where  the  cervix  had  been  amputated  by  the 
galvanocautery  wire  by  Dr.  Peaslee.  It  was  done  eighteen 
years  before  the  time  I  saw  her,  which  was  twenty-three 
years  ago.  The  woman  had  been  perfectly  well  and  healthy 
for  eighteen  years,  at  the  end  of  which  time  the  disease  re- 
turned in  the  stump.  I  scraped  it  out,  cauterized  it  with 
chlorid  of  zinc,  and  the  woman  went  on  for  two  years  without 
recurrence.  Finally,  a  second  recurrence  took  place,  and  she 
died. 
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I  think  as  good  a  result  as  I  have  had  in  cancer  of  the 
cervix  was  in  a  case  on  which  I  operated  seven  or  eight  years 
ago.  I  began  to  do  a  vaginal  hysterectomy;  found  the  uterus 
w^as  so  adherent  that  I  could  not  get  it  out.  Thinking  the 
case  was  too  far  gone,  I  did  not  open  the  abdomen,  but  did  a 
high  amputation.  The  woman  is  well  to-day,  after  eight 
years.  She  has  gone  through  the  menopause  and  is  all  right, 
as  I  have  heard  from  her  within  a  comparatively  short  time. 

These  cases  that  are  seemingly  so  bad  and  so  unpromising 
do  sometimes  get  well,  and  should  encourage  us  in  our  work, 
while  we  are  sometimes  disappointed  in  what  appear  to  be 
the  most  promising  cases.  They  come  back  within  a  short 
time,  and  it  is  hard  to  tell  why.  I  have  not  used  the  actual 
cautery  or  galvanocautery  very  much  in  the  past,  but  the 
evidence  which  has  accumulated  seems  to  be  such  that  we 
ought  to  give  it  a  more  extended  trial;  certainly,  if  we  place 
any  faith  in  the  statements  of  Dr.  Byrne,  we  ought  to  do  so, 
because  he  was  eminently  an  honest  man  and  a  good  observer. 
There  is  undoubtedly  a  good  deal  in  the  use  of  the  cautery, 
and  it  ought  not  to  be  neglected  as  much  as  it  has  been. 

In  regard  to  cancer  of  the  vulva,  I  can  only  report  three 
cases.  One  of  them  occurred  a  long  while  ago,  and  was 
beyond  operation.  One  occurred  in  the  last  year,  it  being 
one  of  the  worst  cases  I  have  ever  seen.  The  growth  on  the 
vulva  involved  the  whole  mons  veneris  and  entire  vulva, 
extending  down  to  the  perineum.  I  scraped  it  and  cut  it 
away  as  well  as  I  could  with  the  sharp  spoon  and  scissors, 
and  then  subjected  the  woman  to  the  X-ray.  I  kept  her  in 
the  hospital  for  a  number  of  months;  she  improved  very 
much,  when  the  growth  started  again  and  made  rapid  progress, 
and  I  sent  her  home  to  die. 

The  other  case  is  under  my  care  now,  and  is  such  a  one  as 
Dr.  Peterson  has  described.  I  amputated  the  vulva,  sewed 
up  the  wound,  and  got  union  by  primary  intention,  after 
which  I  subjected  her  to  the  X-ray.  It  is  now  three  months 
since  the  operation  was  performed,  and  there  is  no  sign  of 
recurrence.  The  woman  feels  perfectly  well.  The  parts  are 
soft.  I  shall  keep  her  on  the  X-ray  treatment  for  some  time 
to  come,  hoping  in  this  way  to  ward  off  any  recurrence. 

Dr.  Peterson. — Did  you  take  out  the  glands? 

Dr.  Mann. — I  did  not,  as  they  were  not  enlarged.     She 
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was  quite  an  old  woman,  and  I  did  not  want  to  prolong  the 
operation  too  much. 

In  connection  with  the  treatment  of  cancer,  I  am  surprised 
that  nobody  has  mentioned  the  use  of  the  X-ray.  We  have 
been  using  it  a  great  deal,  and  as  yet  we  have  not  found  any 
rule  by  which  we  can  tell  whether  the  X-ray  is  going  to  do 
any  good  or  not.  In  some  cases  it  does  great  good.  The 
immediate  results  are  encouraging.  The  disease  is  arrested; 
pain  is  relieved;  discharges  and  hemorrhages  are  stopped,  and 
the  patients  are  much  better.  In  some  cases  there  is  entire 
arrest  of  the  disease.  In  other  instances  it  seems  to  spread 
without  any  effect  from  the  treatment,  and  the  results  are 
discouraging.  At  the  same  time,  I  believe  it  is  an  agent  that 
has  power,  and  which  should  be  tried  quite  extensively  before 
we  cast  it  aside.  It  will  certainly  relieve  many  of  the  symp- 
toms, if  it  does  not  effect  a  cure. 

Dr.  E.  W.  Gushing. — I  can  add  two  cases  of  cancer  of  the 
vulva  to  those  that  have  been  reported.  Both  were  operated 
upon,  and  in  both  the  disease  returned. 

With  reference  to  cancer  of  the  cervix  and  uterus,  I  can 
recall  cases  that  were  operated  on  as  far  back  as  1888,  and 
the  women  are  still  alive  and  well  to-day.  There  was  no 
doubt  as  to  the  diagnosis  of  cancer  in  these  cases.  Some  of 
the  worst  cases  have  recovered,  while  in  others  that  were 
seemingly  more  encouraging  and  promising  the  disease  re- 
curred. 

I  do  not  think  sufficient  attention  has  been  paid  to  the 
danger  of  infecting  raw  surfaces  in  operating  on  these  cases. 
When  the  lymphatics  are  opened,  infection  is  more  liable  to 
spread.  I  have  no  doubt  that  in  a  great  many  cases  in  which 
the  disease  returns,  the  recurrence  is  really  due  to  carelessness 
on  the  part  of  the  operator  at  the  time  of  oiDeration.  The 
disease  has  not  been  thoroughly  removed.  Therefore,  I  have 
employed  for  some  years  an  operation  which  consists  in  open- 
ing the  abdomen,  loosening  everything,  tying  off  the  broad 
ligament,  separating  the  structures  clear  down  to  the  vagina, 
then  closing  the  abdomen  and  finishing  from  below.  The 
uterus  can  be  pulled  down  and  dissection  made  of  the  remain- 
ing tissues  with  a  minimum  danger  of  infection.  By  adopting 
this  method  we  have  an  opportunity  of  seeing  whether  the 
glands  are  involved  or  not.    In  many  cases  of  cancer  we  have 


DISCUSSION.  169 

no  means  of  determining  or  knowing  whether  the  infection  is 
spreading  or  whether  the  glands  are  involved.  It  seems  to 
me  the  only  correct  way  is  to  entirely  abandon  vaginal  hyster- 
ectomy as  the  method  of  election,  to  open  the  abdomen,  look 
at  the  glands,  and  this  will  enable  us  to  determine  how  to 
deal  with  the  case.  Although  the  condition  does  not  seem 
bad  from  below,  one  may  have  to  reject  the  case  as  inoperable 
on  examination  from  above  through  an  abdominal  incision 
because  the  infection  has  extended  too  far.  If,  however,  the 
glands  and  fat  are  all  removed,  you  apply  the  same  principle 
that  you  do  in  cancer  of  the  breast.  No  surgeon  would  think 
he  had  done  his  duty  by  removing  the  breast  without  going 
into  the  axilla;  in  the  same  manner,  no  gynecologist  should 
think  he  had  done  his  duty  in  a  case  of  cancer  of  the  uterus 
until  he  had  split  up  the  peritoneum  and  had  seen  the  con- 
dition of  the  glands  along  the  course  of  the  iliac  vessels. 
When  these  are  removed  the  uterus  can  be  pulled  down  and 
separated  without  danger  of  infecting  raw  surfaces.  Where 
this  caimot  be  done,  the  operation  should  not  be  classed  as 
complete,  but  simply  as  a  palliative  measure. 

Dr.  Reamy  (closing  the  discussion  on  his  part). — I  beg, 
again,  to  call  attention  to  the  specific  character  of  my  paper. 
It  refers  to  cancer  of  the  cervix  only.  It  is  on  all  hands  con- 
ceded that  primary  cancer  of  the  body  of  the  uterus  is  curable 
by  early  and  thorough  operation  in  a  good  proportion  of 
cases.  My  own  work  and  my  studies  of  the  work  of  others 
lead  me  to  believe  that  if  the  operation  is  done  while  the 
disease  is  still  confined  to  the  uterus  60  per  cent,  of  permanent 
recoveries  may  be  expected.  It  must  be  granted  that  early 
diagnosis  is  difficult.  But  it  is,  in  many  cases,  possible. 
And  it  should  be  our  earnest  endeavor  to  strengthen  and 
extend  this  possibility. 

A  most  valuable  contribution  on  this  phase  of  the  subject 
was  made  by  our  distinguished  Fellow,  Dr.  Baldy,  at  the 
Chicago  meeting.  But  he  made  its  reading  and  its  discussion 
the  occasion  for  expressing  in  positive  terms  his  disbelief  in 
the  curability  of  cancer  of  the  cervix  ;  at  least,  in  a  sufficient 
proportion  of  cases  to  offer  encouragement.  And  these  pessi- 
mistic views  were  concurred  in  by  almost  every  man  who 
spoke  on  that  occasion.  As  I  listened  to  that  discussion, 
many  cases  of  what  I  regarded  as  permanent  recoveries  in 
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my  own  practice  occurred  to  me,  I  then  resolved  to  report  a 
very  few  of  the  most  unequivocal  ones;  hence  this  brief  paper. 
If  one  case  can  be  cured,  others  under  the  same  conditions 
can  be  cured.  Then  as  all  purely  scientific  investigations,  up 
to  the  present  time,  as  to  the  etiology  of  cancer  have  given 
negative  results,  I  feel  that  we  should  not  refuse  clinical  tes- 
timony so  far  as  it  may  seem  to  be  of  value. 

Dr.  Peterson's  paper  is  corroborative  of  the  views  of  Pozzi, 
as  expressed  in  a  recent  discussion  when  Pozzi  declared  that, 
in  his  opinion,  early  lymphatic  involvement  had  been  much 
overestimated.  Dr.  Peterson  made  careful  serial  sections, 
in  his  case  of  primary  cancer  of  the  vulva,  when  the  disease 
had  existed  for  sixteen  months,  showing  no  glandular  involve- 
ment. Certainly  the  anatomy  of  this  region  is  quite  favorable 
to  lymphatic  extension.  I  am  more  and  more  convinced 
that,  in  cases  of  cancer  of  the  cervix,  the  period  between  local 
invasion  and  glandular  infection  is,  as  a  rule,  more  extended 
than  generally  accepted;  thus  offering  greater  reasons  for  early 
diagnosis  and  prompt  operation. 

Dr.  Peterson  (closing  the  discussion). — I  would  like  to 
emphasize  a  point  brought  out  by  Dr.  Reamy,  that  not  always 
in  these  cases  of  carcinoma  of  the  vulva  are  the  lymphatics 
involved.  It  seems  to  me  that  we  have  both  in  carcinoma  of 
the  cervix  and  of  the  vulva  two  distinct  classes  of  cases. 
We  have  one  class  of  cases  in  which  the  disease  may  be  con- 
fined to  a  very  small  area,  not  larger  than  one's  finger-nail, 
and  yet  after  the  removal  of  the  uterus  the  disease  recurs 
rapidly  within  a  few  months,  and  the  patient  dies.  In  another 
class  of  cases,  however,  although  there  is  more  involvement 
apparently  of  either  the  cervix  or  the  vulva,  operation  proves 
successful.  In  my  case  hundreds  of  serial  sections  were  made 
of  the  lymphatics,  yet  no  metastases  were  found.  Is  it  not 
sensible  to  suppose  that  we  are  dealing  with  two  distinct 
kinds  of  cancer?  For  instance,  let  us  take  the  experience  we 
have  all  had  with  carcinoma  of  the  breast.  I  remember 
distinctly  in  one  case  of  removing  the  glands  and  both  breasts, 
although  the  carcinomatous  nodules  were  not  larger  than  the 
end  of  my  thumb.  I  removed  all  the  glands  in  the  axilla, 
and  found  them  to  contain  carcinoma  nests.  Cases  have  been 
reported  in  which  there  was  no  question  in  regard  to  the 
diagnosis  of  cancer,  yet  the  glands  were  not  removed  and  the 
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patients  lived  year  after  year.  So  we  must  be  dealing  with 
the  same  class  of  cases  there  as  in  my  fom^th  case.  It  should 
give  us  hope  in  the  operative  treatment  of  carcinoma. 

My  friend,  Dr.  Ries,  is  an  enthusiast.  He  believes  in  the 
removal  of  these  pelvic  glands  in  every  case  where  it  is  possible. 
The  burden  of  proof  is  upon  Dr.  Ries  and  his  followers,  or 
the  men  who  are  working  along  these  lines.  Every  case  that 
we  can  bring  forward  of  undoubted  carcinoma  of  the  cervix 
that  remains  cured  after  the  radical  operation  without  re- 
moval of  the  glands  makes  it  all  the  more  obligatory  upon 
Dr.  Ries  and  others  to  prove  to  us  that  in  every  case  of 
carcinoma  we  must  subject  our  patients  to  this  most  radical 
change  in  the  technic. 


SHOULD   THE  UTERUS   BE   REMOVED  WHEN 

OPERATING  FOR  DOUBLE   PYOSAL- 

PINX,  EITHER  FROM  ABOVE 

OR  BELOW? 


By  Philander  A.  Harris,  M.D., 
Paterson,  N.  J. 


Before  making  answer  to  this  question  it  is  necessary 
for  us  to  meet  upon  common  ground,  and  admit  the  follow- 
ing with  reference  to  the  more  important  phenomena^ 
any  one  or  many  of  which  enter  into  the  history  of  every 
case  of  double  pyosalpinx 

That  all  women  who  have  double  pyosalpinx  are  sterile, 
and  that  most  of  them  will  remain  so  in  spite  of  treatment 
or  operation;  that  they  suffer  more  or  less  from  pelvic 
pains,  not  only  in  connection  with  movements  of  the  body, 
but  independently  of  them.  The  item  of  pain  is  manifest 
in  all  gradations  of  severity.  Some  suffer  so  slightly,  both 
as  regards  the  item  of  pain  and  in  other  respects,  as  to 
show  neither  appreciable  disability  nor  impairment  of 
general  health;  while  with  others  pain  is  rarely  absent, 
not  only  preventing  the  patient  from  pursuing  her  usual 
vocation,  but  confining  her  to  the  couch  or  bed  for  months 
or  years. 

An  increased  temperature,  headaches,  constipation,  and 
emaciation  characterize  a  large  proportion  of  cases.  I 
remember  one  case  to  have  carried  a  temperature  from 
one  to  two  degrees  above  normal  daily  for  one  year,  and 
until  operated  upon. 
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Neither  fever,  headaches,  nor  emaciation  are  common 
to  all  cases.  I  have  repeatedly  removed  double  pus  tubes 
on  account  of  pain  complained  of,  in  which  there  had  been 
almost  entire  absence  of  fever  or  wasting  of  the  body. 

Menorrhagia  with  clots  and  a  lengthening  of  the  men- 
strual period  is  a  common  accompaniment  of  pus  tubes. 
Such  patients  frequently  tell  us  that  they  menstruate 
ahead  of  time. 

Dysmenorrhea  is  present  as  a  result  of  infection  in  about 
two-thirds  of  all  the  cases.  If  menstruation  was  painful 
before  the  existence  of  pus  tubes,  the  painful  period  is 
more  prolonged  and  the  suffering  far  more  pronounced. 

Leucorrhea  is  generally  very  profuse  in  the  beginning 
of  uterine  and  tubal  infection.  It  is  nearly  always  present 
in  a  degree,  but  the  cases  are  very  numerous  in  which  it 
almost  ceases  or  is  not  complained  of,  and  disappears  for 
weeks  or  months  while  the  disease  is  progressive  in  the 
tubes  and  ovaries. 

As  a  consequence  of  double  pyosalpinx,  both  sexual 
inclination  and  capacity  for  participation  are  greatly 
diminished.  In  isolated  cases  inclination  for  coition  is 
markedly  increased.  Far  more  often,  however,  it  is  re- 
pressed, while  the  pain  caused  by  the  sexual  act  disinclines, 
if  it  does  not  forbid,  participation. 

I  am  sure  that  we  must  accept  the  above  as  the  more 
important  complaints  and  accompaniments  of  pyosalpinx. 

I  have  made  no  reference  to  the  symptoms  arising  from 
gonorrheal  infection  in  the  urethra,  bladder,  and  the  glands 
of  Bartholin,  for  the  reason  that  inflammation  of  these 
parts  will  not  be  particularly  influenced  by  the  operations 
which  terminate  suppuration  in  the  reproductive  organs. 

My  first  experience  in  operating  for  the  cure  of  pus  tubes 
consisted  in  passing  the  hand  through  the  suprapubic 
incision,  grasping  an  ovary  and  the  companion  tube, 
forming  a  pedicle,  and  removing  the  ovary  and  as  much 
of  the  tube  as  possible.     Many,  but  not  nearly  all  the  cases 
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thus  operated  upon  were  cured.  A  very  considerable 
percentage  of  the  cases  were  only  temporarily  relieved. 

This  rather  large  percentage  of  failure  to  cure  was  doubt- 
less due  to  a  continuance  and  extension  of  the  disease  in 
the  proximal  ends  of  the  tubes  which  were  always  left 
behind. 

When  I  had  performed  quite  enough  of  such  operations 
to  become  convinced  that  the  "Tait"  operation  was  far 
from  satisfactory  as  a  curative  measure,  I  became,  as  some 
of  you  did,  intensely  interested  in  vaginal  hysterectomy  as 
practised  by  Jacobs,  Segund,  and  others,  for  the  cure  of 
pelvic  suppurations. 

I  shortly  so  perfected  my  work  in  that  direction  that  the 
operation  became  easy  to  do,  and  I,  for  a  time,  practically 
ceased  operation  for  pus  tubes  from  above. 

When,  as  a  matter  of  routine  practice,  I  had  almost 
abandoned  the  suprapubic  route  and  operation  for  the 
infrapubic  one,  I  became  rapidly  cognizant  of  the  fact 
that  vaginal  hysterectomy  for  pus  tubes  had  many  draw- 
backs. As  time  went  on,  I  found  that  although  suppura- 
tion, discomfort,  and  disability  had  generally  been  recovered 
from,  the  patients,  and  occasionally  their  husbands,  were 
making  new  complaints.  Continuing  somewhat  longer  to 
practice  vaginal  hysterectomy,  for  I  regarded  it  as  more 
curative  of  the  symptoms  complained  of  than  the  oper- 
ation which  I  had  done  from  above,  my  attention  was 
directed  to  an  improved  operation  which  consisted  in  ex- 
secting  the  entire  tube  with  its  lumen  to  the  uterine  mucosa, 
closing  the  chasm  with  catgut  sutures,  and  leaving  behind 
every  ovary  which  was  not  abscessed  or  otherwise  diseased. 
So  that  for  the  past  four  years  my  operations  for  dis- 
eased tubes  have  consisted  principally  of  bilateral  exsection 
of  the  tubes ;  consequently  leaving  both  ovaries,  one  ovary 
or  a  part  of  an  ovary,  and  the  maintenance  of  menstruation 
in  at  least  95  per  cent,  of  all  the  cases  operated  upon.  I 
should  here  state  that  after  my  return  to  the  suprapubic 
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route  and  the  particular  operation  just  referred  to,  I  per- 
formed a  few  operations  upon  what  were  considered  more 
conservative  hnes,  in  which  I  exsected  one  tube  and 
amputated  or  excised  and  disinfected  the  other  tube. 

I  operated  upon  a  few  women  by  performing  bilateral 
amputation  of  the  tubes,  indulging  them  with  the  hope 
of  a  possibility  of  pregnancy;  one  case  was  successful  in 
that  particular.  Fortunately  (as  I  now  believe)  my  work 
in  that  so-called  conservative  line  was.  rather  promptly 
checked,  and  I  have  in  my  possession  and  will  here  present 
to  you  photographs  illustrating  two  of  these  cases,  which, 
with  the  other  unsatisfactory  cases  in  interest,  led  to  my 
abandonment  of  the  alleged  conservative  method  at  a  com- 
paratively early  stage  of  its  invasion  in  my  practice. 

In  the  past  four  and  a  half  years  I  have  performed  about 
150  abdominal  sections  in  which  both  tubes  were  exsected 
in  every  instance.  I  am  able  to  note  that  most  of  the 
patients  were  cured  of  all  the  pelvic  pains  and  discomforts 
complained  of  after  the  occurrence  of  the  tubal  infection, 
that  95  per  cent,  continued  to  menstruate,  while  probably 
90  per  cent,  returned  to  the  menstrual  habit  which  char- 
acterized menstruation  prior  to  the  infection.  If  menstru- 
ation were  painless  prior  to  the  uterine  and  tubal  infection, 
simple  excision  of  the  diseased  tubes  cured  the  dysmenor- 
rhea which  arose  from  such  infection. 

If  the  dysmenorrhea  were  a  regular  part  of  menstruation 
prior  to  the  uterine  and  tubal  infection,  excision  of  both 
pus  tubes  had  little  if  any  effect  upon  such  primary  dys- 
menorrhea. It  quite  frequently  happened  that  patients 
gave  a  history  of  having  suffered  from  painful  menstruation 
prior  to  the  occurrence  of  infection.  In  such  cases  the 
character  of  the  pain  remaining  after  operation,  its  duration, 
and  the  time  of  its  occurrence  usually  exemplified  the 
habit  of  the  individual  prior  to  the  infection.  Excision  of 
both  pus  tubes  in  such  cases  usually  extinguished  or  termi- 
nated the  special  qualities  of  the  dysmenorrhea  which  had 
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made  their  appearance  after  the  infection,  leaving  the 
patient  with  a  dysmenorrhea  of  the  same  character  as  she 
had  had  prior  to  the  infection. 

The  occurrence  of  full-term  uterogestation,  as  you  know, 
often  cures  primary  dysmenorrhea,  but  bilateral  excision 
of  pus  tubes  has  little  if  any  influence  in  the  direction  of 
a  cure  of  primary  dysmenorrhea,  or  the  dysmenorrhea  which 
developed  at  puberty  and  was  permanent  and  pronounced, 
and  continued  for  years  prior  to  the  infection  of  uterus  and 
tubes. 

I  long  since  adopted  the  practice  of  particularly  recording 
in  the  history  of  every  woman  suffering  from  dysmenorrhea 
or  salpingitis  every  detail  pertaining  to  the  pains  preceding, 
attending,  or  immediately  following  menstruation.  With 
the  history  thus  taken,  I  know  in  almost  every  instance 
whether  dysmenorrhea  is  primary  or  acquired.  If  acquired 
it  can  generally  be  traced  to  gonorrheal  or  other  infection. 

When  a  patient  presents  with  double  pus  tubes  and  with 
a  history  of  primary  dysmenorrhea,  I  am  particular  to  tell 
her  that  the  proper  removal  of  her  pus  tubes  cannot  be 
relied  upon  to  cure  her  of  her  dysmenorrhea  which  clearly 
existed  for  years  prior  to  the  occurrence  of  her  infection. 

I  take  the  following  to  be  the  most  common  order  of 
events  in  infection  of  the  reproductive  organs: 

1.  Infection  of  the  uterus, 

2.  Infection  of  one  or  both  tubes. 

3.  Infection  of  one  or  both  ovaries,  by  which  is  meant 
the  development  of  a  pyogenic  sac  in  and  from  the  ovary. 

If  we  will  but  bear  in  mind  that  the  uterine  mucosa, 
which  furnishes  so  fertile  a  field  for  the  growth  of  the 
gonococcus,  consists  of  one  form  of  structure,  that  the 
musculature  of  the  uterus  is  of  quite  different  structure, 
that  the  Fallopian  tube  with  its  corrugated  lining  is  like  a 
long  sinus  with  a  very  small  lumen  at  its  origin  in  the  uterus, 
and  with  structure  and  form  peculiar  to  itself,  and  finally 
that  the  ovary  is  characterized  both  in  structure  and  func- 
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tion  by  a  most  decided  personality  of  its  own,  we  must 
share  the  belief  that  the  dissimilarity  in  form,  structure, 
and  function  of  these  intrapelvic  parts,  not  only  should 
but  does  render  them  severally  different  from  one  another 
in  the  matter  of  their  behavior  when  invaded  by  a  particular 
infection, 

I  believe  that  a  degree  of  endometritis  is  the  common, 
although  not  constant,  accompaniment  of  pus  tubes.  It 
often  greatly  abates  or  entirely  disappears  months  or  even 
years  before  the  termination  of  suppuration  in  the  tubes. 

Both  in  relation  to  the  personal  comfort  of  the  patient, 
and  its  effect  upon  her  general  health,  endometritis  must 
not  only  be  regarded  as  the  minor  pathologic  condition, 
but  it  usually  owes  its  maintenance  to  the  major  patho- 
logic state,  which  in  this  discussion  we  are  characterizing 
as  pus  tubes. 

Although  the  uterus  first  partakes  of  the  infection,  it 
afterward  appears  more  as  a  concomitant  participant  in 
the  inflammation  of  the  Fallopian  tubes,  and  is  generally 
recovered  from  after  their  exsection. 

Of  the  reproductive  organs  in  the  female  pelvis  the 
Fallopian  tubes  are  the  most  natural  rendezvous  of  pelvic 
suppuration.  Neither  the  ovaries  nor  the  uterus  are  in 
nearly  the  same  degree  to  be  regarded  as  habitats  of 
inflammation,  the  tubes  being  the  easiest  and  most  chronic 
victims.  After  passing  through  the  uterus,  it  is  in  the 
tubes  that  inflammation  continues  more  or  less  active  for 
months,  years,  or  even  decades.  In  many  instances  this 
inflammation  is  dormant  for  weeks,  months,  or  years,  yet 
capable  of  being  aroused  to  pronounced  activity,  not  only 
as  a  consequence  of  fresh  infection,  but  independently 
of  it. 

The  more  grave,  the  more  distressing,  and  the  more 
persistent  symptoms,  referable  to  pelvic  inflammation,  do 
not  arise  from  endometritis,  but  from  tubal  disease. 

When  the  Fallopian  tube  suppurates,  nature  naturally 
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and  promptly  seals  the  ostium  abdominale  with  whatever 
structures  it  may  happen  to  be  in  contact.  Consequently, 
in  operating  we  very  often  find  the  fimbrise  adherent  to 
the  ovary.  If  we  separate  the  adhesions,  pus  usually 
emerges  from  the  ostium  abdominale. 

How  often  have  we  broken  these  adhesions  from  the 
ovaries  which  were  themselves  free  from  inflammation  or 
abscess!  Very  often,  however,  have  we  found  the  ovary 
with  such  environment  itself  the  seat  of  a  pyogenic  sac. 

The  bursting  of  a  Graafian  follicle  within  the  attachment 
of  a  suppurating  tube  is  probably  the  most  reasonable 
explanation  for  the  occurrence  of  infection  in  the  ovary 
itself.  The  ovary  must,  therefore,  be  regarded  as  a  com- 
paratively unwilling  participant  in  the  inflammations 
which  find  themselves  so  much  at  home  in  the  Fallopian 
tubes. 

The  ovary  is  certainly  not  nearly  so  natural  a  habitat  of 
inflammation  as  the  Fallopian  tube.  Incision  and  drainage 
of  ovarian  abscesses  through  the  vagina  are  far  more 
certain  to  terminate  suppuration  in  the  ovary  than  the 
same  procedure  when  applied  for  the  treatment  of  tubal 
suppuration. 

Of  these  parts — uterus,  tubes,  or  ovaries — I  believe  that 
diseased  Fallopian  tubes  are  by  all  odds  the  chief  factors 
in  the  production  of  the  discomfort,  pain,  and  disability  for 
which  patients  seek  relief,  and  that  genuine  double  pyosal- 
pinx  must  be  thoroughly  exsected  to  arrest  the  disease. 
In  a  goodly  number  of  cases  one  ovary  may  also  have  to 
be  taken;  in  a  few  instances,  possibly  3  or  5  per  cent,  of  all, 
both  ovaries  must  be  removed.  In  isolated  instances  the 
uterus  should  also  be  taken.  The  tubercular  uterus  should 
doubtless  be  removed  in  every  instance  where  the  diagnosis 
is  established  prior  to  operation. 

If  while  we  are  exsecting  both  tubes  to  the  uterine 
mucosa  we  leave  an  abscessed  ovary  in  situ,  the  ovary  will 
continue   to   harass   the   patient.     But  with  both   tubes 
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exsected,  and  the  abscessed  ovary  remaining,  we  have  but 
to  incise  the  abscessed  ovary  per  vaginam  and  drain  it  for 
a  while  to  effect  a  cure.  If  with  a  diseased  tube  in  situ 
we  were  to  simply  incise  an  abscessed  ovary  per  vaginal 
section,  and  drain  it  for  a  while,  we  would  cure  the  single 
abscess  of  the  ovary ;  but  with  the  remaining  adherent  dis- 
eased tube  the  symptoms  arising  therefrom  would  continue, 
while  the  ovary  would  be  opened  to  possibilities  of  re- 
infection from  the  tube. 

Incision  and  drainage  of  pus  tubes  per  vaginarn  fail  to 
cure  a  very  considerable  portion  of  all  diseased  tubes,  for 
the  simple  reason  that  the  diseased  tube,  or  sinus,  if  you 
please,  is  left  behind  for  the  active  continuance  of  the 
inflammation. 

If  when  we  exsect  both  tubes  we  simply  open  the 
abscessed  ovary  and  disinfect  its  pyogenic  cavity  with 
pure  carbolic  acid,  the  inflammation  of  the  ovary  is  often 
arrested,  and  both  the  ovary  and  the  item  of  menstruation 
are  spared  to  the  individual.  Should  the  inflammation, 
however,  be  of  a  tubercular  character,  less  favorable  results 
would  accrue  from  such  conservative  treatment. 

The  chronically  inflamed  Fallopian  tubes  are  to  be 
classified  as  closed  or  generally  closed  sinuses,  with  more 
or  less  sacculation. 

When  suppuration  has  become  well  established  in  both 
tubes,  their  exsection  is  the  only  operation  which  can  be 
relied  upon  to  effect  a  cure.  By  exsection  is  meant  the 
removal  of  the  lumen  of  the  tube  to  the  uterine  mucosa. 

Less  radical  operations,  as  hemisection  and  disinfection 
of  the  ampullse  and  larger  portions  of  the  tube,  probing 
and  washing  of  the  tube,  and  amputation  of  distal  portions 
of  pus  tubes,  are  incomplete  operations,  and  are  proportion- 
ately unsuccessful  in  that  they  leave  behind  a  diseased 
process,  which  not  only  continues  to  exist,  but  is  productive 
of  discomforts  and  other  ill  consequences  to  a  greater  or 
less  degree. 
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With  the  feehng  that  the  promoters  and  advocates  of 
such  incomplete  operations  for  the  cure  of  genuine  bilateral 
pyosalpinx  have  not  yet  established  proof  of  the  great 
curative  value  which  they  have  claimed  for  them,  I  am 
compelled  to  assert  that  the  very  considerable  percentage 
of  failures  to  cure  the  patient  of  the  more  pronounced 
discomforts  of  her  disease  has  not  nearly  been  compensated 
for  by  an  occasional  pregnancy  in  the  large  class  of  cases 
distinctly  characterized  as  a  condition  of  double  pyosalpinx ; 
that  the  price  of  a  slight  hope  for  pregnancy  which  has  been 
offered  to  a  large  class  of  such  patients  has  been  a  large 
percentage  of  failure  to  afford  permanent  relief  from  the 
distressing  symptoms  complained  of  before  the  performance 
of  the  so-called  conservative  operations. 

All  of  our  earlier  operations  upon  the  tubes  were  incom- 
plete, and  how  many  of  them  were  also  unsuccessful 
because  they  were  simple  amputations  and  not  exsections 
of  the  tubes!  I  believe  it  is  as  unsurgical  to  leave  one- 
quarter  or  one-third  of  a  diseased  Fallopian  tube  as  it 
would  be  to  leave  a  similar  portion  of  a  diseased  appendix 
vermiformis. 

The  percentage  of  failures  to  relieve  the  patient  of  the 
distressing  symptoms  complained  of  is  so  considerable  that 
it  entirely  overshadows  in  importance  the  single  advantage 
of  the  so-called  conservative  operations,  which  have  but  one 
item  of  commendation,  and  that  is  the  meager  hope  of  a 
cure  of  the  sterility  which  double  pyosalpinx  occasions. 

If  in  operating  for  double  pyosalpinx  we  propose  in  any 
instance  to  do  less  than  exsect  both  tubes  to  the  uterine 
mucosa,  we  should  tell  the  patient  that  such  an  operation 
is  an  incomplete  one,  that  it  will  not  deprive  her  of  her 
extremel}^  slight  hope  of  pregnancy,  but  will  carry  with  it 
a  very  considerable  probability  of  failure  to  restore  her  to 
a  condition  of  pelvic  comfort  and  perfect  health. 

With  cure  of  pyosalpinx  by  extirpation  of  the  uterus  and 
ovaries,  patients  sacrifice  every  advantage  accruing  from 


PHILANDER  A.  HARRIS.  181 

the  mere  presence  of  the  ovaries,  and  in  addition  thereto 
more  or  less  abatement  of,  and  in  many  instances  complete 
loss  of,  the  sexual  instinct  for  the  unexpired  term  of  life. 

A  woman's  well-being,  her  most  noble  desires,  ambitions, 
and  aspirations,  and  the  nutrition  of  her  body,  are  largely 
affected  and  influenced,  directed,  controlled,  and  sustained 
by  the  instinctive  promptings  of  her  sexual  system.  Re- 
move if  you  will  her  uterus  and  ovaries,  as  is  proposed  and 
practised  for  the  cure  of  double  pyosalpinx,  and  you  will 
seriously  change  her  life  in  many  important  respects.  Such 
change  often  works  great  injury  to  the  well-being  of  the 
woman.  The  injury  may  fall  lightly  upon  some,  but  it  is 
sure  to  weigh  very  heavily  upon  many  others. 

Although  sterile,  the  loss  of  menstruation  alone  is  preju- 
dicial to  the  patient's  well-being.  This  is  especially  true 
of  the  younger  classes.  The  mere  knowledge  of  the  fact 
that  menstruation  has  forever  ceased  brings  upon  many  a 
strong  feeling  of  personal  inferiority  to  other  women.  Add 
to  this  the  inevitable  train  of  symptoms  which  characterize 
the  menopause,  and  appreciate,  if  you  will,  the  responsi- 
bility we  may  have  incurred  by  moving  the  change  of  life 
backward  ten,  fifteen,  twenty,  thirty,  or  more  years  for 
the  patient. 

The  surgically  produced  menopause  may  be  less  pro- 
longed and  less  distressing  than  the  physiologic  one.  How- 
ever that  may  be,  we  can  never  be  blamed  for  that  which 
nature  brings  to  our  patient,  but  she  will  surely  hold  the 
surgeon  to  account  for  the  one  which  his  knife  brings  upon 
her,  and  while  so  doing  she  will  minimize  the  importance 
of  the  disease  which  so  radical  an  operation  may  have 
cured  her  of. 

I  believe  we  should  accept  as  correct  the  oft-repeated 
assertion  that  every  surgical  operator,  when  consulted  by 
a  patient,  should  keep  in  view  the  fact  that  his  duty  lies  in 
the  direction  of  affording  the  greatest  possible  degree  of 
relief  from  symptoms  complained  of,  with  the  least  muti- 
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lation  of  the  body,  and  with  the  least  possible  interference 
with  or  arrest  of  its  bodily  functions. 

By  a  variety  of  surgical  procedures,  extending  over  a 
period  of  fifteen  years  or  more,  I  feel  sure  that  we  have 
arrived  at  a  point  where  we  can  so  well  measure  the  dis- 
comforts and  disability  chargeable  to  the  respective  ana- 
tomic parts  affected  that  we  no  longer  need  sacrifice  all 
these  parts  when  only  one  form  of  anatomic  structure  is 
seriously  at  fault. 

The  suppurating  Fallopian  tubes  are  the  particular 
anatomic  structures  at  fault,  and  I  should  advise  that  as  a 
matter  of  routine  we  exsect  them,  leaving  the  uterus  and 
ovaries  with  the  patient. 

If  an  ovary  is  abscessed,  remove  it.  If  both  ovaries  are 
abscessed  and  the  patient  far  from  the  expected  menopause, 
remove  the  larger  abscessed  ovary,  but  incise  the  pyogenic 
sac  of  the  smaller  one,  disinfect  it  with  carbolic  acid,  and 
leave  it  in  situ. 

If  the  patient  is  very  near  or  at  the  menopause,  there  is, 
of  course,  little  need  of  trying  to  save  suppurating  ovaries. 

Exsection  of  the  uterus  for  double  pyosalpinx  is  under- 
stood to  take  also  the  tubes  and  the  ovaries.  So  radical 
an  operation  undoubtedlj^  affords  the  greatest  possible 
relief  from  the  symptoms  complained  of  by  the  patients. 
But  I  feel  that  the  price  of  removal  of  the  uterus  in  every 
case  of  double  pyosalpinx  may  be  partly  estimated  by  the 
following  results: 

1.  Loss  of  menstruation  in  every  instance. 

2.  Partial  or  complete  extinction  of  the  sexual  quality 
in  a  large  proportion  of  the  cases,  together  with  incomplete 
physical  capacity  for  sexual  participation. 

3.  Injury  to  the  nervous  system  of  the  patient,  arising 
from  her  knowledge  and  appreciation  that  she  has  been 
prematurely  and  possibly  unnecessarily  deprived  of  these 
and  other  qualities  which  render  her  physically  and  to  a 
certain  extent  morally  inferior  to  other  women. 


SHOULD  THE  UTERUS  BE  REMOVED  WHEN  THE 
OVARIES  AND  TUBES  ARE  REMOVED  IN  CASES 
OF  DOUBLE  PYOSALPINX,  WHEN  OPER- 
ATING  EITHER  THROUGH   THE 
ABDOMEN  OR  THE  VAGINA? 


By  I.  S.  Stone,  M.D., 
Washington,  D.  C. 


It  has  been  shown  conclusively  that  the  pus  found  in 
most  cases  of  pyosalpinx  is  either  sterile  or  contains  no 
actively  infectious  micro-organisms.  The  average  case 
comes  to  the  operating  table  with  limitation  of  the  infectious 
process.  It  is  beyond  question  that  gonorrhea  is  respon- 
sible for  the  vast  majority  of  these  pus  cases.  The  mucous 
lining  of  the  uterus  transmits  the  microbe  and  bears  the 
brunt  of  the  attack,  rather  than  the  muscular  structure  of 
the  uterus.  The  narrow  canal  through  the  cornua  of  the 
uterus  is  intended  as  an  anatomic  barrier  against  the  intro- 
duction of  infection  into  the  Fallopian  tube  and  thence  to 
the  peritoneum.  It  does  not  suffice,  however,  to  prevent 
the  entrance  of  micro-organisms,  while,  on  the  other  hand, 
it  almost  invariably  prevents  the  various  collections  of  pus, 
serum,  blood,  etc.,  usually  found  in  the  tube  from  escaping 
into  the  uterus,  even  when  the  distal  extremity  of  the  tube 
is  closed  and  the  distention  of  the  tube  very  great. 

The  tube  would,  therefore,  be  functionally  useless  and 
possibly  dangerous,  even  if  the  pus  were  permitted  to  escape 
without  danger  or  inconvenience  to  the  patient.  The  tube 
may,  under  these  circumstances,  require  removal  because 
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structurally  destroyed.  The  presence  of  pus  in  a  location 
where  it  cannot  escape  safely  without  operation  necessitates 
and  justifies  operation.  Such  good  and  excellent  reasons 
cannot,  in  our  opinion,  be  given  when  it  is  proposed  to 
remove  the  uterus  in  addition  to  the  diseased  adnexa.  It 
is  unwise  and  unsurgical  to  remove  any  organ  unless 
permanently  and  incurably  disabled.  Hysterectomy  re- 
quires additional  time  for  its  performance,  and  is  un- 
necessary unless  it  can  be  shown  definitely  that  the  organ 
is  the  seat  of  deep-seated  abscess  or  equally  dangerous 
conditions  which  continue  to  endanger  the  patient's  life 
and  cause  persistent  and  annoying  symptoms. 

That  serious  or  dangerous  conditions  frequently  result 
from  retention  of  the  uterus  the  writer  is  unwilling  to 
admit,  as  several  years  of  experience  have  furnished  abun- 
dant evidence  to  the  contrary.  But  he  is  quite  willing  to 
acquiesce  in  the  statement  that  certain  annoying  discharges 
from  the  uterus  may  continue  and  demand  treatment. 
The  treatment  of  these  persistent  cases  of  endometritis 
may  require  much  time  and  possibly  anesthesia  and 
thorough  curetage  and  cauterization  of  the  cavity  of 
the  uterus,  but  even  this  we  believe  better  than  hyster- 
ectomy. The  latter  operation  is,  however,  quite  easy  by 
way  of  the  vagina  if  needed  as  a  dernier  ressort. 

After  salpingectomy  it  has  been  our  custom  for  several 
years  to  excise  the  cornua  of  the  uterus.^ 

The  uterus  is  then  permanently  closed  against  further 
introduction  of  fluids,  etc.,  into  the  peritoneal  cavity,  and 
its  interior  may  be  treated  by  curetage,  cauterization,  or 
irrigation,  without  fear  of  any  accident  whatever. 

In  our  opinion  this  method  and  its  results  very  satis- 
factorily dispose  of  whatever  argument  may  be  brought 

'  Vide  paper  read  in  Section  on  Obstetrics  and  Diseases  of  Women, 
American  Medical  Association,  Atlanta,  May  5  to  8,  1895:  How  to 
Remove  Pus  Tubes  without  Rupture. 
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forward  by  the  invariable  hysterectomist,  and  we  need 
furnish  no  additional  proof  further  than  to  mention  the 
great  popularity  of  this  method  among  surgeons  generally. 


ADDITIONAL  REASONS  FOR  PRESERVING  THE  UTERUS. 

The  uterus  assists  in  maintaining  the  adjoining  organs 
in  normal  position.  We  find  it  occasionally  convenient 
and  desirable  to  anchor  the  sterile  uterus  to  the  abdominal 
wall,  suspensiouteri,  or  "fixation,"  as  deemed  best. 

We  see  no  advantage  in  hysterectomy  for  the  purpose 
of  drainage,  for  we  can  secure  better  drainage  through  the 
cul-de-sac,  posterior  to  the  cervix,  because  this  leaves  no 
collection  possible  while  the  patient  is  in  the  dorsal  position, 
as  in  this  way  we  reach  the  lowest  point  of  the  peritoneal 
pouch. 

The  writer  has  had  no  death  result  from  bowel  obstruc- 
tion, or  in  any  way  due  to  having  left  the  uterus  in  position 
since  1895.  This  patient  had  acute  sepsis  and  we  used  the 
old  en  masse  ligature.  At  the  autopsy  a  knuckle  of  bowel 
was  found  firmly  adherent  to  the  stump  of  the  right  cornu 
and  had  caused  fatal  bowel  obstruction.  At  that  time  we 
discontinued  the  use  of  en  masse  ligatures  and  have  since 
had  no  death  due  to  a  similar  accident. 

Our  entire  experience  shows  but  one  case  of  malignant 
disease  occurring  in  a  patient  having  previously  had  double 
salpingo-oophorectomy.  This  lady  had  her  first  operation 
October  5,  1893,  and  returned  January  18,  1896,  over  three 
years  later,  to  have  vaginal  hysterectomy  for  sarcoma. 
Her  first  operation  was  for  ovarian  abscess  connecting  with 
the  bowel,  and  her  uterus  did  not  appear  to  be  abnormal 
in  any  respect.  She  recovered  quickly  and  satisfactorily, 
and  is  now  in  perfect  health. 

We  have  never  observed  a  carcinoma  in  a  patient  having 
had  double  salpingo-oophorectomy. 
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Finally,  we  are  not  convinced  that  there  is  immunity 
against  psychic  disturbances  in  women  who  submit  to 
panhysterectomy,  and  we  leave  the  uterus  when  possible 
for  the  same  reason  that  we  leave  a  healthy  ovary  in  hyster- 
ectomy for  myoma. 


SHOULD  THE  UTERUS  BE  REMOVED  WHEN  THE 
OVARIES  AND  TUBES  ARE  REMOVED  IN  CASES 
OF  DOUBLE  PYOSALPINX,  WHEN  OPER- 
ATING EITHER  THROUGH  THE  ABDO- 
MEN OR  THE  VAGINA? 


By  Matthew  D.  Mann,  M.D., 
Buffalo,  N.  Y. 


In  discussing  this  subject,  it  is  necessary  that  we  keep 
exactly  to  the  question.  Nobody  beheves  more  thoroughly 
than  I  in  the  necessity  of  saving  the  tubes,  and  particularly 
the  ovaries,  in  every  case  where  it  is  possible,  especially  in 
young  women.  I  have  both  preached  and  practised  this 
doctrine,  and  believe  in  it  firmly.  Even  when  the  tubes 
are  filled  with  pus,  one  or  both  ovaries  may  sometimes  be 
saved;  and,  if  this  be  possible,  when  the  patient  is  under 
the  age  of  forty  it  should  always  be  done. 

But  these  are  not  the  cases  under  discussion.  We  are 
presupposing  that  the  ovaries  and  tubes  must  be  removed 
and  that  the  question  relates  solely  to  the  ''emasculated" 
uterus,  as  it  has  been  called,  and  that  all  thought  of  re- 
taining the  sexuality  or  the  fertility  of  the  woman  is  laid 
aside.  The  arguments  for  the  removal  of  the  uterus  have 
been  stated  many  times.  I  have  studied  them  carefully, 
but  it  is  only  quite  recently  that  I  have  been  converted  to 
their  acceptance.  I  have  been  forced  to  this  position  by 
what  I  have  seen  in  my  own  practice,  by  the  logic  of 
events;  and  since  I  have  adopted  this  plan  I  have  been 
fully  satisfied  with  it.     As  I  operate  by  the  abdomen  rather 
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than  by  the  vagma,  I  shall  discuss  the  question  from  the 
point  of  view  of  the  celiotomist. 

Large  numbers  of  observations  have  proved  that  the 
cause  jiar  excellence  of  purulent  inflammation  of  the 
Fallopian  tubes  is  gonorrhea.  The  limited  number  of  pure 
tubercular  infections  may  be  left  out  of  consideration,  as 
presenting  a  different  class  of  cases,  the  treatment  of  which 
must  be  governed  by  different  rules.  To  be  sure,  the 
gonococcus  is  not  always  found,  but  this  proves  nothingy 
because  in  the  majority  of  old  pus  tubes  the  pus  is  perfectly 
sterile.  Nevertheless,  observation  in  fresh  cases  shows 
that  it  is  almost  always  present,  though  it  may  be  mixed 
with  other  germs  which  have  come  as  a  later  secondary 
infection.  This  is  exactly  what  we  should  expect  a  priori 
from  the  teachings  of  bacteriology.  It  is  now  fully  de- 
monstrated that  the  gonococcus  travels  by  continuity  of 
surface  much  more  freely  than  through  the  tissues  or  by 
the  lymphatics  and  veins.  The  other  germs,  with  few 
exceptions,  do  not  travel  so  readily  in  this  way.  The  in- 
jection into  the  healthy  vagina,  for  example,  of  a  culture 
of  streptococcus  does  not  cause  infection,  the  germs  being 
expelled  and  the  vagina  soon  returning  to  its  previous 
sterile  condition.  Likewise,  in  a  puerperal  streptococcic 
endometritis,  there  is  usually  no  infection  of  the  interior  of 
the  tubes,  but  the  infection  travels  by  the  lymphatics  and 
veins  to  the  broad  ligaments,  peritoneum,  and  other  ad- 
jacent parts.  In  this  way  the  tubes  may  be  infected,  but 
it  is  their  walls  rather  than  their  mucous  membranes  which 
are  involved.  If,  on  the  other  hand,  the  gonococcus  be 
planted  on  any  of  the  external  mucous  membranes  of  the 
human  body,  it  will  grow  and  spread  to  an  indefinite  extent. 
This  is  true  of  no  other  germ.  A  recent  case  of  pelvic 
peritonitis,  in  which  the  retroflexed  uterus  was  firmly  bound 
down,  and  in  which  I  operated,  showed  that  the  infection 
had  come  by  way  of  the  appendix,  which  contained  pus, 
and  which  lay  next  to  and  touching  the  right  tube.     In  this 
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case,  after  the  adhesions  had  been  broken  up,  the  tubes 
were  found  to  be  perfectly  healthy,  except  as  to  the  peri- 
toneal coat,  and  the  fimbria}  were  unaffected.  Here,  then, 
had  been  a  pelvic  infection,  but  the  tubes  had  remained, 
nevertheless,  normal,  because  the  infecting  germs,  unlike 
the  gonococcus,  could  not  infect  the  surface  of  a  normal 
mucous  membrane. 

If  the  gonococcus  travels  by  the  surface  and  other 
germs  do  not,  it  is  the  only  germ  which  can  get  into  the 
tubes  primarily,  and  must  be  the  precursor  of  other  forms 
of  infection,  causing  a  lesion  in  the  mucous  membrane 
which  makes  it  a  fit  culture  ground  for  the  other  germs. 

If  we  admit,  then,  that  pus  tubes,  except  when  tuber- 
cular, are  always  the  result  of  gonorrhea,  and  that  the  germ 
has  travelled  upward  through  the  uterus,  it  follows  that  the 
uterus  is  infected  in  every  instance.  Clinically,  I  have 
proved  this  in  a  large  number  of  cases,  there  having  been 
observed  a  purulent  endometritis  in  a  very  large  percentage 
of  the  cases  on  which  I  have  operated  for  pus  tubes. 

If  this  be  admitted,  why  leave  the  uterus  to  be  a  source 
of  suffering  and  possible  infection  afterward?  We  have  all 
seen  many  cases  where,  after  the  removal  of  pus  tubes,  the 
patient  has  not  been  symptomatically  cured.  Discharge 
and  pain  are  frequently  observed,  sometimes  metrorrhagia, 
and  the  removal  of  the  uterus  has  later  become  a  necessity. 
A  case  recently  reported  by  Dr.  Frederick  shows  that 
gonorrheal  infection  may  remain  present  in  the  uterus  for 
many  years,  even  after  all  symptoms  have  disappeared. 

In  a  small  proportion  of  cases — I  cannot  give  accurate 
statistics — menstruation  continues  for  a  time,  a  few  years 
perhaps,  after  removal  of  both  tubes  and  ovaries.  Men- 
struation in  an  affected  uterus  is  rarely  normal,  often 
profuse  and  painful,  and  a  source  of  much  trouble.  I  have 
been  obliged  to  curet  the  uterus  later  for  the  relief  of  such 
symptoms,  and  all  must  admit  that  such  a  condition  is  very 
hard  to  cure,  and  that  even  repeated  curettings  often  fail. 
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The  removal  of  the  uterus  in  such  cases  effectually  stops 
menstruation  and  does  away  with  the  necessity  of  any 
further  treatment. 

The  occurrence  of  cancerous  disease  in  the  uterus  after 
removal  of  the  tubes  and  ovaries  statistics  show  to  be  very 
rare.  I  have  seen  it  but  twice  in  a  large  series  of  cases. 
Still,  the  bare  possibility  of  such  an  occurrence  in  an  organ 
which  has  been  rendered  functionally  incompetent  ought  to 
be  enough  to  favor  its  removal.  Still,  this  cannot  be  called 
a  strong  argument,  and  I  do  not  wish  to  give  it  undue 
weight. 

Perhaps  the  strongest  argument  in  favor  of  the  removal 
of  the  uterus  is  to  be  found  in  cases  where  the  infection 
is  still  acute.  It  is  undoubtedly  true  that  in  the  large 
majority  of  cases  of  suppuration  in  the  pelvis  the  pus  is 
sterile ;  in  other  words,  that  the  germs  are  dead  before  we 
come  to  the  operation.  Were  this  not  so,  unquestionably 
we  should  have  a  very  much  larger  mortality  in  operating 
on  pus  tubes.  Where  the  pus  is  still  in  the  infectious  stage, 
where  the  virulence  of  the  germs  is  very  considerable,  the 
best  results  are  undoubtedly  obtained  by  the  use  of  drain- 
age. The  glass  tube  and  drainage  through  the  abdominal 
wound  have  largely  gone  out  of  use  in  pelvic  disease. 
This  is  possibly  for  the  reason  that  we  have  another 
channel  for  drainage — the  vagina — which  has  many  ad- 
vantages. Vaginal  drainage  does'  not  interfere  with  the 
complete  closure  and  union  of  the  abdominal  wound;  is 
less  likely  to  leave  sinuses  which  take  weeks  or  months  to 
heal;  is  not  followed  by  ventral  hernia;  and  allows  the 
patient  to  convalesce  more  rapidly.  Of  course,  drainage 
can  be  achieved  by  this  route  without  removing  the  uterus, 
by  opening  through  Douglas'  pouch  into  the  vagina.  The 
drainage  secured  in  this  way,  however,  is  not  nearly  so 
effective  as  drainage  secured  after  the  removal  of  the  entire 
uterus;  and  I  believe  that  for  this  purpose  alone  in  every 
case  of  acute  infection  the  uterus  should  be  removed,  and 
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that  if  this  is  clone  results  in  these  very  unsatisfactory  and 
dangerous  cases  will  be  greatly  improved. 

If  the  uterus  be  extensively  diseased — that  is,  involved 
in  the  inflammation — and  be  left  in  a  ragged  and  dis- 
organized condition  after  the  adhesions  are  broken  up  and 
the  appendages  removed,  or  if  it  be  greatly  enlarged,  then 
its  removal  seems  to  be  a  matter  of  course,  as  it  is  likely 
under  those  circumstances  to  make  more  trouble  than 
would  possibly  be  caused  by  its  removal. 

Those  who  operate  through  the  vaginal  route  nearly  all 
make  the  removal  of  the  uterus  the  first  step  in  the  opera- 
tion. In  this  way  only  can  they  gain  sufficient  room  to 
break  up  adhesions  and  manipulate  within  the  pelvis. 
Among  the  French  school  of  operators  there  is  no  question 
about  the  removal  of  the  uterus — they  seem  to  take  it  as 
a  matter  of  course;  and  we  hear  little  said  against  the 
operation  when  done  in  that  way.  Why  the  uterus  should 
be  any  more  useful  when  the  operation  is  done  by  the 
abdomen  than  it  is  when  the  operation  is  done  by  the 
vagina,  is  hard  to  say.  The  point  of  view  often  seems  to 
make  a  great  difference  in  the  opinion  regarding  this 
question. 

One  of  the  principal  arguments  which  is  used  in  favor  of 
leaving  the  uterus  is  that  the  sexual  life  of  the  woman  is 
destroyed  by  its  removal.  This  I  deny  entirely,  I  do  not 
believe  that  the  uterus  itself  has  anything  to  do  with  the 
sexual  function.  It  is  merely  a  passageway  and  a  nest  for 
the  growing  fetus.  The  ovaries  are  undoubtedly  the  true 
sexual  organs,  and  are  the  dominating  factor  in  all  sexual 
matters.  They  correspond  to  the  testicles  in  the  male,  and 
have  a  similar  influence  on  the  individual.  If  the  ovaries 
can  be  preserved  in  any  case  of  serious  suppuration  of  the 
tubes  in  a  woman  under  forty  I  believe  that  they  should 
be  left.  In  that  case,  of  course,  the  uterus  should  be  left, 
too,  if  possible.  But  those  are  not  the  cases  we  are  talking 
about,  the  question  presupposes  the  entire  removal  of  both 
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tubes  and  ovaries;  and  where  they  are  removed  I  beUeve 
that  the  sexual  sense  will  gradually  entirely  disappear,  as 
it  does  in  women  after  the  menopause.  But  the  presence 
or  absence  of  the  uterus  will  have  nothing  to  do  with  this. 
Women  generally  understand  the  advantages  of  preserving 
the  ovaries,  and  are  not  affected  mentally  by  being  told  that 
the  uterus  had  to  be  removed  as  well  as  the  appendages, 
I  have  never  seen  a  woman  worry  over  the  removal  of  her 
uterus,  though  I  have  many  times  seen  them  affected  by 
being  told  that  their  ovaries  were  out.  In  other  words,  I 
believe  that  the  uterus  is  a  very  unimportant  organ  as 
compared  with  the  ovaries,  and  that  its  presence  or  absence 
is  a  matter  of  very  little  import. 

A  good  deal  is  said  in  regard  to  the  extra  risk  of  the 
removal  of  the  uterus.  This  has  not  been  my  experience, 
and  I  do  not  believe  that  the  removal  of  the  uterus,  if  it  be 
done  in  the  class  of  cases  that  I  have  indicated,  will  add 
materially  to  the  risk.  Upon  the  contrary,  the  securing  of 
good  drainage  will  aid  the  patient's  recovery  and  will  much 
more  than  counterbalance  the  added  risk  derived  from  the 
increase  in  the  length  of  the  operation.  With  the  patient 
in  the  Trendelenburg  position,  an  expert  operator  should 
not  be  more  than  five  or  ten  minutes  in  removing  the  uterus. 
Of  course,  it  is  not  necessary  to  close  in  the  peritoneal  flaps 
in  most  cases,  as  they  are  left  open  for  vaginal  drainage. 
If  they  are  closed,  five  minutes  additional  must  be  taken 
for  the  suture. 

In  regard  to  the  disease  of  the  uterus,  some  recommend 
that  a  curetment  be  done  at  the  time  of  the  operation, 
and  trust  to  that  to  clear  up  all  this  trouble;  and  if  later 
it  is  found  that  the  uterus  is  not  relieved  and  that  a  second 
curetment  does  not  cure  it,  then  it  can  be  removed.  It 
seems  to  me  that  this  is  taking  a  great  additional  risk  for 
the  sake  of  saving  an  organ  which  can  be  of  no  possible  use. 
I  do  not  believe  that  if  the  matter  be  explained  to  women 
of  intelligence  beforehand  they  will  ask  to  have  the  uterus 
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left.  Many  women  have  expressed  previously  a  hope  to 
have  the  uterus  entirely  removed,  as  they  had  suffered  so 
long  from  it. 

The  atrophy  of  the  vagina,  which  is  sometimes  seen  to 
follow  the  removal  of  the  uterus  and  appendages,  I  believe 
to  be  due  not  to  the  removal  of  the  uterus,  but  to  the 
establishment  of  the  menopause  by  the  removal  of  the 
ovaries.  In  many  women  we  observe  an  atrophy  of  the 
vagina  to  follow  the  change  of  life.  The  uterus  is  affected 
in  the  same  atrophic  process.  Both  are  due  to  the  meno- 
pause, and  the  shrinkage  of  the  vagina  occurs  not  because 
the  uterus  has  atrophied,  but  because  the  physiologic 
function  has  ceased  and  atrophy  has  become  the  normal 
result.  The  diminution  in  the  size  of  the  vagina  produced 
by  the  removal  of  the  uterus  is  not  very  great,  and  the 
continuance  of  the  sexual  function  will  keep  it  dilated.  I 
have  never  seen  anything  approaching  a  hernia  or  prolapse 
of  the  pelvic  contents  due  to  the  removal  of  the  uterus; 
nor  do  I  think  it  will  be  likely  to  occur,  except  in  cases  of 
procidentia. 

As  to  the  amount  of  the  uterus  to  be  removed,  I  prefer 
to  remove  the  entire  organ  when  I  want  to  secure  good 
drainage ;  also  when  the  cervix  has  been  lacerated  or  is  in 
any  way  enlarged  or  diseased.  Otherwise,  I  do  the  supra- 
vaginal operation. 

Writing  in  1895,  Henrotin  says:  "In  any  operation  for 
septic  diseases  of  the  female  generative  organs,  which  de- 
mands the  removal  of  the  tubes  and  ovaries,  hysterectomy 
should  also  be  performed,  unless  there  are  plain  counter- 
indications  forbidding  it."  This  dictum  was  correct  when 
it  was  written,  and  I  do  not  believe  that  anything  has 
occurred  since  to  challenge  its  truth. 
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SHOULD  THE  UTERUS  BE  REMOVED  WHEN  THE 
OVARIES  AND  TUBES  ARE  REMOVED  IN  CASES 
OF  DOUBLE  PYOSALPINX  WHEN  OPER- 
ATING EITHER  THROUGH  THE 
ABDOMEN  OR  THE  VAGINA? 


By  Charles  P.  Noble,  M.D., 
Philadelphia. 


As  a  contribution  to  the  discussion  concerning  the  advis- 
abihty  of  removing  the  uterus  when  it  is  necessary  to  re- 
move both  uterine  appendages  for  pyosalpinx  I  shall  offer 
a  summary  of  my  own  results  in  dealing  with  pus  cases. 

Last  year  I  read  before  the  Medical  Society  of  the  State 
of  New  York  a  paper  entitled  "T]^e  Treatment  of  Suppu- 
ration in  the  Uterine  Appendages"  (American  Medicine, 
March  29,  1902,  vol.  iii..  No.  13,  pp.  507  to  512),  in  which 
were  tabulated  a  summary  of  all  the  operations  which  I  had 
performed  up  to  May  18,  1901.  These  tables  have  been 
completed  to  date,  with  the  following  results : 

A.  Division  I. — Hysterectomy  for  circumscribed  pus 
limited  to  the  uterine  appendages — that  is,  pyosalpinx  or 
abscess  of  the  ovary : 


Cases 

Deaths 

Mortality 


58 
1 
1.7  per  ct. 


Division  II. — Hysterectomy  for  intraperitoneal  abscess 
in  addition  to  pus  in  the  uterine  appendages : 

Cases  .......     6 

Deaths         .......     4 

Mortality     .......   66.6  per  ct. 
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B.  Division  I. — Appendages  removed  for  circumscribed 
pus  contained  in  the  tube  or  ovary — that  is,  pyosalpinx  or 
abscess  of  the  ovary: 

Cases 76 

Deaths       .......       7 

Mortality 9.2  per  ct. 

Appendages  removed  for  circumscribed  pus  contained  in 
a  tube  or  ovary  since  January  1,  1895: 


Cases 

Deaths 

Mortality 


36 
2 
5.5  per  ct. 


Division  II. — Appendages  removed  for  intraperitoneal 
abscess  in  addition  to  pus  in  ovary  and  tube : 

Cases 22 

Deaths       .......       5 

Mortality 22.7  per  ct. 

Incision  and  drainage  for  pelvic  suppuration : 

Cases  .......     58 

Deaths       .......       1 

Mortality 1.7  per  ct. 

It  is  said  that  ''experience  is  the  best  teacher,"  and 
certainly  one's  own  experience  makes  a  much  more  pro- 
found impression  than  the  experience,  and  especially 
the  arguments,  of  others.  The  conclusions  to  be  drawn 
from  these  figures  seem  very  plain  and  definite.  During 
the  same  period  there  were  58  cases  of  pyosalpinx  and 
abscess  of  the  ovary  treated  by  hysterectomy,  with  a  mor- 
tality of  1,  being  1.7  per  cent.;  and  36  cases  treated  by  the 
removal  of  the  appendages,  with  a  mortality  of  2,  or  5.5  per 
cent.  These  cases  being  operated  upon  at  the  same  time, 
it  cannot  be  claimed  that  increasing  skill  due  to  experience 
is  the  explanation  of  the  better  results  obtained  by  hyster- 
ectomy. The  argument  in  favor  of  hysterectomy  is  even 
more  marked  if  the  total  experience  is  taken — that  is,-  to 
contrast  58  cases  of  hysterectomy  with  1  death,  with 
76  cases  of  removal  of  the  appendages  with  7  deaths — a 
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mortality  of  1.7  per  cent,  as  contrasted  with  9.2  per  cent. 
This  contrast  is  not  fair,  however,  as  the  larger  number  of 
cases  includes  all  of  the  early  work,  in  which  technic  was 
not  so  well  developed  and  in  which  skill  was  being  acquired. 
Nevertheless,  the  advantages  in  results  are  so  patent  that  it 
seems  to  me  there  can  be  no  question  as  to  the  superiority 
of  hysterectomy  over  the  removal  of  the  appendages  when 
the  pus  is  limited  to  the  ovary  and  tube. 

Taking  up  the  complicated  cases  in  which  the  pus  tube 
or  abscess  of  the  ovary  is  complicated  by  intraperitoneal 
suppuration  the  results  are  very  different.  Six  cases  have 
been  operated  upon  by  hysterectomy,  with  4  deaths — a 
mortality  of  66.6  per  cent. ;  and  22  cases  have  been  operated 
upon  by  the  removal  of  one  or  both  appendages,  with  5 
deaths — a  mortality  of  22.7  per  cent.  On  the  other  hand, 
58  cases  belonging  to  the  same  group  have  been  operated 
upon  by  incision  and  drainage,  with  1  death — a  mortality 
of  1.7  per  cent.  The  question,  then,  is  not  one  between 
hysterectomy  and  the  removal  of  the  appendages,  but  is 
one  between  a  radical  operation  and  the  conservative  oper- 
ation of  incision  and  drainage.  The  difference  in  results  is 
so  absolutely  in  favor  of  the  conservative  operation  that 
this  undoubtedly  should  have  the  preference. 

\^Tien,  through  error  in  diagnosis,  an  abdominal  section 
is  attempted  upon  a  patient  having  an  intraperitoneal 
abscess  in  addition  to  a  pyosalpinx  and  abscess  of  the 
ovary,  the  operation  of  choice  should  be  the  removal  of  the 
appendages  by  the  dry  method,  with  the  strict  localization 
of  pus,  followed  by  extensive  packing  with  gauze.  The 
reason  for  the  high  mortality  in  this  group  of  cases,  where 
the  ordinary  methods  are  followed,  is  that  the  intra- 
peritoneal abscess  as  a  rule  contains  virulent  germs. 

The  superiority  of  hysterectomy  over  the  removal  of  the 
uterine  appendages  for  pyosalpinx  and  abscess  of  the  ovary 
consists  not  only  in  its  lower  mortality,  but  in  its  lower 
morbidity.     When  a  hysterectomy  is  done,  the  four  arterial 
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trunks  supplying  the  pelvis  are  ligatecl,  so  that  the  control 
of  oozing  is  much  better.  When  the  appendages  are  re- 
moved and  the  uterus  left,  the  posterior  surface  of  the 
broad  ligament  and  more  or  less  of  Douglas'  pouch  is  left 
raw  and  oozing.  It  is  difficult  to  control  the  oozing  points 
by  ligature,  and  the  result  is  that  drainage  is  more  fre- 
quently required,  or,  on  the  other  hand,  intraperitoneal 
exudate  more  frequently  results.  When  hysterectomy  is 
practised  this  oozing  surface  is  largely  removed,  and  what 
is  left  of  it  is  covered  over  by  the  comparatively  healthy 
peritoneum  from  the  anterior  wall  of  the  broad  ligament 
and  bladder. 

When  the  complicated  cases  are  excluded  from  radical 
operation  and  dealt  with  by  the  conservative  operation  of 
incision  and  drainage,  and  when  puerperal  cases  are  also 
excluded,  being  dealt  with  either  by  delay  or  by  incision 
and  drainage,  as  is  best  in  the  particular  case,  we  have  to 
deal  with  a  group  of  cases  in  which  the  pus  is  seldom 
infected,  and  in  which,  with  a  clean  technic  and  the 
thorough  arrest  of  oozing  hemorrhage,  the  pelvis  can  be  left 
after  the  operation  of  hysterectomy  in  a  fairly  normal 
condition,  thus  avoiding  the  necessity  of  drainage  and 
the  various  postoperative  complications  inherent  in  that 
method. 
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DISCUSSION  ON  PAPERS  OF  DRS.  PHILANDER  A. 

HARRIS,  I:  S.  STONE,  MATTHEW  D.  MANN, 

AND  CHARLES   P.  NOBLE. 

Before  the  general  discussion  was  opened,  the  President 
made  the  following  statement:  I  wish  to  call  attention  to  the 
fact  that  there  is  a  difference  between  the  question  as  pro- 
pounded by  your  President  on  January  1st  in  the  original 
circular,  which  calls  simply  for  discussion  upon  the  point  as 
to  whether  the  uterus  should  be  removed  in  cases  of  double 
pyosalpinx  when  operating  through  the  abdomen  or  the 
vagina.  In  the  program  you  will  see  that  there  has  been 
inserted  also  the  words  "when  the  ovaries  and  tubes  are 
removed."  Several  of  the  papers  have  been  prepared  in 
accordance  with  the  first  heading.  I  said,  before  the  papers 
were  read,  I  thought  it  would  be  wise  to  cut  out  the  insertion 
of  the  words  "when  the  ovaries  and  tubes  are  removed," 
but  I  am  convinced  that  this  would  place  several  gentlemen 
in  a  bad  position.  Therefore,  I  wish  to  recall  that  and  submit 
this,  in  order  that  the  subject  may  be  recorded  properly  in 
our  Transactions  : 

1.  Should  the  uterus  be  removed  in  cases  of  double  pyo- 
salpinx when  operating  either  through  the  abdomen  or  the 
vagina? 

2.  Should  the  uterus  be  removed,  when  the  ovaries  and 
tubes  are  removed,  in  cases  of  double  pyosalpinx  when  oper- 
ating either  through  the  abdomen  or  the  vagina? 

I  believe  this  division  of  the  subject  will  do  justice  to  every 
man,  and  I  trust  that  it  will  be  accepted  by  the  gentlemen 
who  have  offered  the  papers. 

Dr.  Seth  C.  Gordon. — I  wish  to  speak  only  of  one  point, 
namely,  as  to  when  both  ovaries  are  removed,  shall  the  uterus 
be  removed?  It  does  seem  to  me  that  there  were  three  or 
four  points  brought  up  in  the  papers  that  ought  to  have  been 
wiped  out  of  the  discussion  of  this  subject  long  ago.  When 
a  man  comes  here  and  talks  about  sexuality  being  impaired 
by  the  removal  of  the  uterus,  it  is  old  fogy  talk.  I  think  the 
experience  of  every  man  who  has  been  doing  hysterectomy 
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for  the  last  twenty  years  or  less  (if  he  has  asked  his  patients 
what  the  sexual  condition  was  afterward)  has  been  that  in 
75  per  cent,  it  has  been  improved,  in  20  per  cent,  it  has  not 
been  changed,  while  perhaps  in  5  per  cent,  it  has  been  abated. 
I  fully  agree  with  Dr.  Noble  in  his  statement  that  in  many 
cases  there  has  been  no  impairment  or  change  in  the  sexual 
function,  except  a  decided  increase  in  it. 

It  seems  to  me  absurd  to  leave  a  perfectly  useless,  function- 
less  organ  after  the  principal  organs,  the  ovaries  and  tubes, 
have  been  removed.  In  the  majority  of  cases  it  is  a  source 
of  infection.  In  gonorrheal  cases,  where  the  ovaries  and 
tubes  are  removed,  the  uterus  should  not  be  left.  If  it  is, 
you  leave  an  infected  organ  behind  to  begin  with.  You  leave 
a  condition  consequent  upon  that  infection  which  is  one  of 
thickened  mucous  membrane,  liable  to  constant  leucorrheal 
discharge,  which  may  be  a  constant  source  of  irritation;  you 
leave  an  organ  which  has  two  arteries  pumping  into  it,  and 
simply  make  it  a  focus  of  congestion,  pain,  and  suffering. 

In  reference  to  Dr.  Harris'  paper,  I  find  in  almost  every 
case  he  had  to  make  a  secondary  operation.  For  what? 
For  troubles  or  pathologic  conditions  that  WTre  left  behind, 
because  he  did  not  do  the  first  operation  as  completely  as  he 
ought  to  have  done.  That  is  my  solution  of  it.  I  have  seen 
many  of  these  cases  of  secondary  operations  performed  after 
men  have  done  the  so-called  conservative  work  of  leaving  the 
uterus,  simply  taking  away  the  tubes  and  ovaries.  For  ten 
years  I  have  been  arguing  on  the  subject  of  removing  the 
uterus  along  with  the  ovaries  and  tubes,  and  I  have  yet  to 
hear  any  arguments  which  will  convince  me  or  warrant  me  in 
retaining  the  uterus  when  the  principal  organs  are  removed. 

I  disagree  with  Dr.  Mann  that  the  ovaries  are  the  seat  of 
sexual  function.  I  do  not  believe  it,  because  in  cases  of 
complete  hysterectomy,  with  everything  removed,  sexual 
function  has  been  increased  rather  than  diminished,  and  it 
has  continued  for  years  to  my  knowledge,  by  asking  patients 
about  it;  therefore,  the  ovaries  have  very  little  to  do,  in  my 
opinion,  with  the  sexual  quality.  It  depends  upon  some 
other  thing. 

In  closing,  I  wish  simply  to  enter  my  protest  against  the 
conservation  of  this  useless,  functionless  bag,  originally 
simply  to  carry  a  child,  and  nothing  else,  which  becomes  a 
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source  of  congestion,  and  until  it  is  removed  the  symptoms 
are  not  relieved. 

Dr.  Bache  McE.  Emmet. — This  subject  was  imder  dis- 
cussion in  this  city  about  six  years  ago,  and  opinions  then,  as 
now,  were  divided.  There  was  some  feeling  of  conservatism 
expressed  at  that  time,  and  I  contributed  a  paper  sustaining 
that  opinion.  I  have  since  had  little  reason  to  modify  my 
views. 

A  number  of  the  speakers  in  this  discussion  maintain  that 
the  uterus,  when  the  ovaries  and  tubes  are  taken  out,  should 
be  removed  as  well.  I  do  not  advocate  this  procedure  unless 
the  present  indications  for  so  doing  are  quite  positive.  I 
mean  by  that,  unless  the  uterus  itself  is  diseased  or  infected. 
In  many  cases  this  organ  has  been  known  to  remain  abso- 
lutely well  for  years,  and  not  only  that,  but  it  frecjuently 
happens  that  a  remnant  of  tube  that  has  been  left  has  re- 
covered and  has  also  remained  well,  attaining  to  new  vitality, 
and  I  believe  has  played  a  very  important  part  in  re-establish- 
ing and  maintaining  a  partial  menstruation.  Then,  again,  we 
see  cases  in  which  the  uterus  is  left,  in  which  it  undergoes 
complete  atrophy,  without  any  of  the  troublesome  periodic 
congestions  which  lead  to  hemorrhages,  requiring  repeated 
curettings,  and  sometimes  subsequent  hysterectomy.  I  think 
unfavorable  results  of  this  kind  are  the  exception,  rather  than 
of  frequent  occurrence. 

As  to  removing  the  uterus  for  fear  that  it  may  ultimately 
become  diseased  (malignant),  this  should  not  trouble  us.  It 
is  so  rare  that  it  should  not  enter  into  the  case. 

Another  objection:  With  reference  to  hysterectomy,  in 
cases  in  which  this  operation  is  performed  there  is  atrophy 
of  the  vagina,  which  interferes  materially  with  the  subsequent 
marital  relations  and  causes  trouble  with  the  couple;  so,  if 
we  can  maintain  in  any  degree  the  integrity  of  the  vagina 
by  leaving  the  uterus,  it  is  a  desirable  thing  to  do. 

Further,  the  preservation  of  the  uterus  often  spares  the 
woman  many  of  the  unpleasant  nervous  symptoms  which 
ablation  in  young  women  surely  induces. 

I  do  not  think  we  should  remove  the  uterus  along  with  the 
ovaries  and  tubes  in  all  of  these  cases,  for  another  reason. 
Take,  for  example,  those  women  who  have  large,  pendulous 
bellies,   who   have  some  splanchnoptosis,   or,   at  any  rate, 
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enteroptosis.  They  are  uncomfortable  without  the  uterus, 
and  enterocele  constantly  threatens.  In  these  cases  the  uterus 
serves  as  a  support,  and  I  believe  that  it  is  very  helpful  in 
forming  a  base  to  the  pelvis,  and  in  obviating  the  sense  of 
weight  which  would  otherwise  be  felt. 

I  need  not  refer  to  the  difference  in  the  length  of  incision 
required  in  the  simple  or  more  complicated  operations,  nor  to 
the  additional  time  and  shock. 

So  we  find  numerous  cases  in  which  the  uterus,  seemingly 
useless  at  the  time  of  ablation  of  tubes  and  ovaries,  is,  if  left 
in  situ,  of  decided  benefit  to  the  patient,  and  I  still  think 
this  is  the  right  method  to  follow.  But  when  the  uterus  is 
diseased  it  should  positively  be  removed  with  the  ovaries  and 
tubes.  Of  this  there  can  be  no  question,  and  I  have  always 
maintained  this  view. 

Dr.  J.  Wesley  Bovee. — As  to  the  matter  of  removal  of 
the  uterus  when  both  of  the  appendages  are  taken  out,  I 
believe  a  great  deal  depends  upon  the  condition  of  that  organ, 
the  outer  surface,  as  well  as  muscle  and  mucous  membrane. 
I  find  in  most  of  my  work,  in  which  I  remove  the  uterus,  or 
rather,  I  will  say,  the  body  of  the  uterus,  because  I  rarely 
remove  the  cervix  in  these  cases,  in  amputating  at  about  the 
internal  os,  I  find  occasion  to  remove  it  more  from  the  adhe- 
sions and  raw  surfaces  of  the  peritoneal  covering  because  of 
adhesions  and  the  fear  of  subsequent  adhesions  if  it  is  left  in 
place  than  from  infection,  although  I  have  done  it  in  a  few 
cases  in  which  it  seemed  absolutely  necessary,  on  account  of 
pus  formation  in  the  wall  of  it,  or  on  account  of  extreme  en- 
largement from  edema,  etc.,  incident  to  the  infectious  process. 
But  I  find  the  additional  traumatism  incident  to  the  removal 
of  the  body  of  the  uterus  is  of  very  little  importance,  and  the 
drainage  subsequent  to  operation  is  particularly  facilitated 
if  the  posterior  portion  of  the  cervix  be  split  through  into  the 
vagina  just  behind  the  cervix.  It  makes  the  opportunity  for 
drainage  in  the  vagina  from  above.  There  is  one  disadvantage 
in  the  removal  of  the  cervix  in  these  cases,  and  that  is  shorten- 
ing of  the  vagina  and  the  absence  of  the  cervix,  which  is 
sentimental  in  too  many  women.  But  shortening  of  the 
vagina  is  a  disadvantage  in  any  operation. 

Dr.  Thaddeus  A.  Reamy. — It  seems  from  the  testimony 
that    this    physiologico-psychologic     question    must  have  a 
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geographic  shading.  I  am  surprised  to  hear  my  friend  from 
Buffalo  (Dr.  Mann)  say  that  he  regards  the  ovary  as  the  seat 
of  sexual  desire. 

Undoubtedly  the  ovaries  determine  feminine  development. 
Besides  furnishing  the  egg  of  procreation  the  ovaries  impress 
and  modify  the  physical,  mental,  and  moral  characteristics  of 
the  child  approaching  womanhood,  and  continue  their  domi- 
nation in  maturity.  But  sexual  desire  originates  in  the  brain; 
capacity,  by  co-ordination,  in  the  lumbar  cord.  The  healthy 
and  normal  young  woman  comes  to  the  marriage  relations  im- 
pelled by  the  maternal  instinct.  As  wife  her  loyal  love  for 
her  husband  is  increased  and  sanctified  by  the  consciousness 
that  she  may  become  a  mother.  Sexual  desire,  capacity,  and 
enjoyment  are  now  co-ordinate.  If,  after  the  married  rela- 
tions are  established  and  have  been  maintained,  whether  she 
has  been  fruitful  or  not,  from  otherwise  incurable  disease, 
either  the  ovaries  or  the  uterus  must  be  sacrificed,  she  acqui- 
esces, and  yields  to  the  inevitable. 

But  the  ovaries  should  not  be  wholly  removed  if  the  patho- 
logic conditions  will  safely  permit  the  saving  of  even  a 
small  amount  of  healthy  functionating  ovarian  tissue.  Of 
course,  this  does  not  so  forcibly  apply  after  the  menopause. 
My  friend  Dr.  Gordon  argues  against  leaving  even  a  com- 
paratively healthy  uterus  in  any  case  where  the  ovaries  are 
removed,  because,  as  he  says,  "the  large  vascular  supply  must 
cause  serious  pelvic  congestion  if  the  uterus  is  left.  Possibly 
a  leukorrhea."  The  unnecessary  arrest  of  this  large  vascular 
current  is,  on  the  contrary,  an  evil.  Equilibrium  of  the  pelvic 
circulation  is  soon  established.  The  uterus  is  not  more  prone 
to  become  the  seat  of  malignant  disease.  Then,  the  uterus 
is  mechanically  of  importance.  Dr.  Currier,  who  is  generally 
right,  was  never  more  right  than  when  in  his  paper  he  urges 
that  women  should  not  be  taught  that  when  the  ovaries  have 
been  removed  the  uterus  is  useless. 

Dr.  a.  Palmp:r  Dudley. — This  subject  was  threshed  out 
thoroughly  several  years  ago,  and  while  it  is  only  a  revival  of 
an  old  question,  it  is  just  as  fruitful  for  discussion  to-day  as  it 
was  then.  I  am  a  little  surprised  to  hear  my  former  teacher 
make  the  statements  that  he  has  to-day,  but  I  forgive  him 
because  he  is  a  bachelor.  He  does  not  know  anything  about 
it.     There  is  one  statement  that  has  been  made  that  I  would 
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like  to  call  attention  to,  namely,  that  the  seat  of  sexual  passion 
in  woman  is  not  located  in  the  ovaries;  that  the  tubes  have 
nothing  to  do  with  it,  and  the  uterus  has  nothing  to  do  with 
it.  If  this  be  true,  in  the  name  of  goodness  where  does  it 
come  from?  From  the  lips,  the  nipple,  the  clitoris,  or  base 
of  the  brain?  Is  it  not  the  combined  action  of  the  entire 
organism?     It  is,  in  my  judgment. 

Now  comes  up  the  question  of  hysterectomy,  and  I  want 
to  confine  myself  to  it.  It  is  the  consensus  of  opinion,  from 
the  statistics  I  have  gathered  and  which  will  be  published 
soon,  that  in  cases  of  double  pyosalpinx  of  septic  origin  it 
is  wise  to  remove  the  uterus.  But  there  are  extenuating 
circumstances  even  in  this,  which  must  be  the  age  of  the 
patient,  her  social  surroundings,  her  future  ability  to  earn  her 
own  living,  her  domestic  relations,  and  all  the  psychic  states 
dependent  upon  those  different^  conditions.  As  to  the  re- 
moval of  the  uterus  in  cases  of  double  pyosalpinx,  granting 
it  to  be  septic,  does  that  render  the  patient  immune  from  re- 
attacks  of  gonorrhea?  Can  she  not  have  gonorrheal  vaginitis, 
gonorrheal  urethritis,  or  gonorrheal  rectitis,  as  I  have  seen  it 
in  many  cases?  Therefore,  if  the  body  of  the  uterus  can  be 
cleansed  and  put  into  a  healthy  state,  why  should  we  ablate 
the  uterus  under  these  conditions?  Is  it  not  a  fact,  if  we 
study  the  dynamics  of  the  pelvis  of  woman,  that  the  utero- 
sacral  and  uterovesical  ligaments  play  an  important  part  in 
the  action  of  the  diaphragm,  as  do  the  different  muscular 
structures  under  the  greater  diaphragm?  If  we  remove  the 
uterus  in  toto,  do  we  not  sever  connections  and  injure  the 
diaphragmatic  action  of  the  pelvis?    I  am  sure  we  do. 

There  is  another  point  to  which  I  desire  to  call  attention, 
and  it  is  this:  If  the  uterus  plays  no  part  in  the  sexual 
function  of  woman,  why  did  Cazeaux,  some  thirty  odd  years 
ago,  record  cases  of  orgasm  under  his  own  eye,  with  speculum 
in  situ,  in  hysterical  women?  Why  did  he  record  such  cases 
as  those,  and  give  them  to  the  profession,  if  the  uterus  plays 
no  part  in  the  sexual  function  of  women?  He  saw  with  his 
own  eyes  the  spasmodic  action  of  the  cervical  portion  of  the 
uterus  under  sexual  excitement.  This  is  not  a  myth;  it 
is  on  record.  It  is  the  consensus  of  opinion  that  conservative 
surgery  must  be  done  in  some  cases.  I  will  make  the  state- 
ment that  there  are  cases  of  non-septic  pyosalpinx  in  5'^oung 
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girls,  due  to  cold,  who  have  never  been  infected  with  gonor- 
rhea, who  have  never  had  abortion,  and  this  brings  me  to 
the  point  of  questioning  one  statement  which  was  made  by 
Dr.  Mann,  and  it  is  this:  I  would  place  the  cause  of  pyosal- 
pinx  in  all  women,  except  the  young  girls  I  speak  of,  as  septic, 
first,  from  abortion,  and,  second,  from  gonorrhea.  I  do  not 
worry  about  cases  of  gonorrheal  pyosalpinx  as  I  do  about 
those  of  septic  pyosalpinx.  If  you  treat  it  and  wait,  it  will 
take  care  of  itself,  and  later  on  you  may  save  some  of  these 
cases.  So  I  contend  that  Dr.  Harris  has  taken  a  good  stand 
when  he  says  we  should  remove  the  tubes  in  toto  to  the  uterine 
mucosa;  but  there  are  extenuating  circumstances  which  will 
cause  every  man  to  use  his  best  judgment  as  to  whether  to 
do  hysterectomy  or  not. 

Dr.  Arthur  W.  Johnstone. — I  agree  with  the  consensus 
of  opinion  as  to  the  existence  of  the  sexual  function  after  the 
removal  of  the  organs  that  have  been  mentioned,  and  my  ex- 
perience coincides  with  all  that  has  been  said  by  Dr.  Mann. 
As  long  as  the  vagina  and  clitoris  are  left  untouched  the 
sexual  function  will  go  on  until  the  patients  die  of  old  age. 
But  there  was  one  allusion  in  Dr.  Mann's  paper,  and  in  the 
others,  to  the  atrophy  of  the  vagina  following  the  removal 
of  these  organs.  Some  eight  or  ten  years  ago  I  read  a  paper 
before  this  Society  on  "Trachoma  of  the  Genital  Tract."  It 
is  known  to  many  as  kraurosis  vulvae,  etc.  In  my  experience, 
there  are  about  1  or  2  per  cent,  of  the  cases  that  have  been 
operated  on  which  show  this  atrophy  of  the  genital  organs. 
Since  my  attention  has  been  called  to  it  in  studying  it  from 
the  standpoint  of  the  oculist,  as  an  inflammation  of  the 
mucous  membrane,  I  am  satisfied  that  it  is  a  true  mixed 
infection  which  is  closely  analogous  to  granular  lids.  Since  I 
began  watching  these  cases  and  treating  the  vagina  in  which 
the  tubes  had  been  removed,  or  in  which  the  uterus  has  been 
removed,  and  being  shown  the  crypts  in  the  curimculaj  myrti- 
formis,  by  thoroughly  disinfecting  the  vagina  and  handling 
it  in  the  same  way  that  an  oculist  treats  cases  of  trachoma, 
I  have  seen  no  more  of  this  atrophy  of  the  vagina.  Unfor- 
tunately, the  profession  has  always  looked  upon  kraurosis 
vulvae  as  a  horrible  disease,  and  never  recognized  until  in 
its  last  stages.  The  mucous  membrane  in  these  cases  gradu- 
ally narrows  and  contracts  the  genital  inlet  until  it  is  almost 


DISCUSSION.  205 

obliterated.  Unfortunately,  the  older  teachers  never  recog- 
nized it  until  it  was  too  late  to  do  any  good.  If  we  think  of 
these  cases  and  recognize  them  as  an  oculist  recognizes  con- 
junctivitis and  watch  them  carefully,  we  would  catch  the 
disease  in  its  first  conception  or  appearance  and  get  rid  of  it. 
As  I  have  said,  since  this  treatment  has  been  instituted,  I 
have  seen  no  more  atrophy  of  the  genital  organs.  I  believe 
it  is  the  result  of  pathologic  conditions  which  we  have  been 
neglecting  to  remove  or  relieve,  and  the  atrophy  is  not  the 
result  of  removal  of  the  organ. 

Dr.  Stone  (closing  the  discussion  on  his  part). — There  are 
only  two  or  three  points  that  I  wish  to  speak  of  in  closing, 
and  one  is  with  reference  to  prolapse  of  the  vagina.  I  believe 
Dr.  Noble  has  not  seen  such  a  case.  I  have  seen  one  case, 
and  I  have  heard  of  two  or  three  other  members  who  have 
seen  such  a  condition.  I  believe  Drs.  Gordon  and  Dudley 
have  seen  such  cases. 

I  shall  not  undertake  to  discuss  the  question  of  sexual 
desire,  as  it  has  been  talked  about  too  much  already.  I  do 
not  think  conservative  operations  w^re  intentionally  discussed, 
and  I  did  not  intend  that  my  paper  should  cover  that  ground. 

In  regard  to  removing  the  uterus,  we  may  well  ask  why  not 
remove  everything  if  we  go  into  the  abdomen.  I  do  not 
approve  of  that  surgery  which  advocates  removing  everything 
which  may  possibly  give  future  trouble  There  are  many 
operators  who  remove  the  appendix  every  time  they  have  an 
opportunity,  and  I  fear  that  tendency  is  growing.  I  believe 
that  the  discussion  in  regard  to  removing  the  uterus  for  sepsis 
along  with  the  tubes  and  ovaries  stands  about  where  the 
operation  for  procidentia  stood  some  time  ago.  There  were 
a  number  of  men  who  at  one  time  advocated  the  removal  of 
the  uterus  in  cases  of  procidentia.  But  we  are  beyond  that 
now,  and  I  do  not  think  we  will  do  it  any  more. 

In  regard  to  possible  infection  which  takes  place  in  the 
uterus,  I  do  not  think  gonorrheal  infection  exists  really  in  the 
walls  of  the  uterus,  but  in  the  endometrium.  Sections  of  the 
uterus  have  not  shown  that  it  is  perpetuated  in  the  muscular 
organ  itself. 

Dr.  ]\Ianx  (closing  the  discussion  on  his  part). — Just  a  word 
or  two  in  regard  to  the  remarks  of  Dr.  Reamy  and  others, 
who  questioned  my  statement  that  the  ovaries  have  nothing 
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to  do  with  the  sexual  appetite.  What  I  mean  is  this :  If  you 
take  out  the  ovaries  of  a  young  girl  before  the  age  of  puberty, 
the  sexual  appetite  will  never  develop.  You  may  take  out 
the  uterus  or  the  vagina,  and  it  will  develop  just  the  same. 
Therefore,  I  say  the  ovaries  are  the  determining  factors  in 
the  sexual  sense.  If  you  take  out  these  organs  after  men- 
struation is  already  established,  it  will  cause  the  change  which 
we  know  as  the  menopause  to  occur,  and  we  know  that  the 
menopause  is  gradually  followed  by  a  loss  of  sexual  desire. 
I  have  known  of  cases  where  sexual  desire  was  decidedly 
increased  after  operation,  but  this  condition  does  not  last 
long,  nor  does  it  return  to  the  condition  in  which  it  was  before, 
but  gradually  disappears.  The  presence  of  the  ovaries,  there- 
fore, is  the  determining  factor  in  the  sexual  appetite,  and  the 
removal  of  the  uterus  and  tubes  has  absolutely  nothing  to 
do  with  it;  we  may  remove  the  uterus  without  any  change 
in  that  particular  function. 

Dr.  Noble  (closing  the  discussion  on  his  part).- — There  have 
been  many  points  brought  up  in  the  discussion,  but  I  shall 
only  speak  of  a  few.  I  understood  Dr.  Mann  to  say  that 
most  all  cases  of  pus  tubes  were  due  to  gonorrhea.  I  quite 
agree  with  him  that  gonorrhea  is  the  most  important  factor 
in  the  causation  of  pus  tubes,  but  it  would  seem  to  me  that  in 
Philadelphia  the  gonococcus  is  not  quite  so  active  as  it  is 
in  Buffalo.  I  am  sure  we  have  a  good  many  cases  of  pus 
tubes  due  to  criminal  abortions,  where  there  was  no  reason 
to  believe  there  was  gonorrhea.  We  have  a  few  cases  of  pus 
tubes  after  infection  in  childbed.  A  case  of  pus  tubes  after 
infection  in  childbed  does  not  exclude  gonorrhea  as  a  cause. 
I  believe  that  in  puerperal  cases  the  vaginal  drainage  oper- 
ation will  cure  most  of  the  cases  without  removing  any  of 
the  organs.  I  have  drained  many  of  them,  and  have  never 
had  to  do  a  secondary  radical  operation  in  that  class  of  cases. 
I  do  not  believe  in  the  radical  operation  in  this  class  of  cases. 
The  reason  I  do  supravaginal  hysterectomy  as  the  typical 
operation  for  double  pyosalpinx  is  because  I  get  better  results. 
I  have  fewer  deaths  and  better  recoveries.  The  only  dis- 
advantage I  know  of  that  grows  out  of  the  radical  operation 
is  the  postclimacteric  atrophy,  and  that  is  the  only  sound 
objection  to  the  radical  operation.  I  tried  the  conservative 
operation  in  pus  cases  five  or  six  years  ago,  and  my  results 
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were  so  poor  that  I  have  abandoned  it.  Conservative  oper- 
ations on  the  ovaries  are  a  different  matter. 

I  wish  to  say  a  word  or  two  about  the  sexual  function  of 
these  patients,  which  has  attracted  so  much  attention.  I 
desire  to  reiterate  what  I  have  said  on  a  previous  occasion, 
namely,  I  formerly  asked  every  woman  whose  ovaries  I  have 
removed  every  time  I  saw  her  until  I  had  asked  probably 
over  six  hundred,  and  I  have  never  had  one  tell  me  yet  that 
it  lessened  her  sexual  desire,  but  that  in  many  of  them  it 
had  increased.  As  to  the  point  raised  by  Dr.  Mann,  I  believe 
the  gradual  cessation  of  sexual  appetite  which  he  referred 
to  is  due  to  the  increasing  age  and  the  effects  of  age  on  the 
patient.  I  do  not  believe,  when  the  ovaries  are  removed, 
these  women  lose  sexual  appetite  any  sooner  than  in  the 
natural  course  of  events. 

Dr.  Harris  (closing  the  discussion). — In  the  first  place,  I 
wish  to  refer  to  the  remarks  of  Dr.  Gordon,  but  only  for  the 
purpose  of  asserting  that  I  need  make  no  reply  to  them,  for 
the  reason  that  it  is  evident  that  Dr.  Gordon  did  not  hear  that 
part  of  my  paper  which  gave  the  methods  which  I  have 
practised  and  recommended,  and  the  results  obtained. 

As  to  the  item  of  change  in  the  sexual  inclination  of  the 
patient,  I  must  say  that  I  have  not  asked  six  hundred 
women,  from  whom  I  or  others  have  removed  both  tubes  and 
ovaries,  as  to  their  sexual  inclinations.  Had  I  done  so,  I 
should  not  have  expected  all  of  these  women  to  be  in  the  con- 
dition which  Dr.  Noble  describes.  But  I  believe  I  have  asked 
sixty,  and  I  assure  you,  gentlemen,  that  a  considerable  number 
out  of  sixty  have  informed  me  that  sexual  inclination  had 
abated  or  disappeared.  Many  of  these  cases  were*  discovered 
more  by  accident  than  by  direct  questioning  by  me.  If  I 
had  questioned  all  the  others,  as  Dr.  Noble  did,  I  believe  that 
my  conclusions  would  not  thereby  be  altered.  I  agree  with 
Dr.  Mann,  or  any  gentleman  who  believes  that  the  sexual 
inclination  goes  with  the  sexual  life  of  a  woman,  and  that  if 
we  induce  the  menopause  and  bring  it  forward  ten,  fifteen,  or 
twenty  years,  a  very  considerable  percentage  of  all  such 
cases  will  show  a  marked  loss  of  that  quality  which  belongs 
to  woman. 


URETEROCYSTOSTOMY. 


By  J.  Wesley  Bovee,  M.D., 
Washington,  D.  C. 


In  my  paper  entitled  "A  Critical  Survey  of  Ureteral 
Implantations,"  presented  to  this  Society  in  1900,  was  a 
table  of  38  ureterocystostomies  for  ureteral  injuries  during 
abdominal  operations,  and  for  ureterovaginal  and  other 
ureteral  fistultc  and  abnormalities,  42,  making  a  total  of  80 
cases  in  which  this  operation  had  been  performed.  Since 
that  time  I  have  collected  28  cases  which,  together  with 
the  3  herein  reported,  make  a  total  of  111  cases  found  in 
the  literature  on  the  subject. 

In  that  paper  I  stated  Tauffer  did  the  first  uretero- 
cystostomy  in  1877,  but  all  the  monographs  on  the  subject 
but  one  other  (Eustache)  fail  to  give  him  this  credit. 
His  case  is  reported  in  Deutsche  med.  Woch.,  1877,  page 
438,  as  follows: 

"Nulliparous  woman,  aged  thirty-four  years,  was  oper- 
ated upon  May  15, 1877,  for  a  cyst  of  the  left  ovary.  The 
dense  vascular  adhesions  were  with  difficulty  separated, 
and  he  found  the  ureter  tied  with  some  large  bloodvessels 
in  a  mass  ligature  and  cut  off.  He  removed  this  ligature 
and  tied  the  vessels  separately  and  caught  the  end  of  the 
ureter  with  a  Hegar  forceps.  Since  the  lower  stump  could 
not  be  found  a  small  incision  was  made  in  the  vertex  of 
the  bladder,  into  which  the  ureter  was  fastened  with  fine 
silk  sutures;  vaginal  drainage.  Subsequent  urinary  fistula, 
with  complete  closure  by  forty-fifth  day." 
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This  establishes  the  priority  of  this  operation  in  favor 
of  Tauffer  rather  than  of  Baumm  or  Novaro,  in  1892,  as 
usually  recognized.  My  experience  with  this  operation  is 
limited  to  3  cases,  which  are  as  follows : 

Case  I.  Cancer  of  cervix  uteri;  radical  operation,  resection 
of  ureter  with  ureterocystostomy;  leakage  from  ureter;  a 
second  ureterocystostomy;  result;  cure. — Mrs.  P.,  aged  fifty- 
two  years,  a  multipara,  ceased  to  menstruate  seven  j-ears 
before,  and  was  found  to  be  suffering  from  cancer  of  the 
cervix.  On  April  4,  1898,  I  removed  the  uterus,  append- 
ages, most  of  the  broad,  round,  and  uterosacral  ligaments 
and  upper  two-thirds  of  the  vagina  by  my  usual  method. 
During  the  operation  the  cancer  mass  was  found  to  extend 
widely  into  the  left  broad  ligament,  the  ureter  passing 
through  the  mass.  This  duct  was  ligated  at  its  junction 
with  the  bladder  and  cut  off  just  above  the  ligature  as  well 
as  just  above  the  cancerous  mass.  About  two  inches  of  it 
were  removed  in  this  case.  A  small  opening  was  made  in 
the  bladder  slightly  below  its  separation  from  the  uterus 
above  and  the  ureter  grafted  into  it.  This  was  done  by 
holding  the  end  of  the  ureter  in  proper  place  by  means  of  a 
pair  of  forceps  passing  into  the  bladder  through  a  second 
opening  at  the  fundus.  The  suturing  was  done  with  catgut, 
no  sutures  entering  the  mucosa.  A  second  layer  of  inter- 
rupted silk  sutures  drew  the  bladder  up  over  the  ureter 
like  a  cuff.  A  small  opening  into  the  ureter  an  inch  above 
the  bladder  was  accidentally  made  during  the  operation 
and  closed  with  three  No.  1  silk  interrupted  sutures.  At 
the  time  it  was  not  decided  that  this  opening  penetrated 
the  whole  of  the  uteral  wall.  The  rectum  and  bladder 
were  sutured  together  above  the  new  ureterocystic  junc- 
tion, and  vaginal  gauze  and  bladder  drainage  established. 
April  11th  a  slight  amount  of  urine  was  discharged  through 
the  vagina,  which  continued  to  May  5th,  when  it  ceased  for 
a  few  days,  to  be  again  resumed  after  considerable  localized 
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pain.  Cystoscopic  examination  showed  urine  emptying 
into  the  bladder  from  the  right  ureter  and  from  an  opening 
high  on  the  left  side,  thought  to  be  that  of  the  left  ureter. 
June  7th,  the  amount  passed  from  the  bladder  in  twenty- 
four  hours  was  found  to  be  thirty-six  ounces.  The  speci- 
men removed  was  examined  by  Dr.  Carroll,  who  reported  it 
as  being  cancer  of  the  cervix,  and  the  mass  in  the  broad 
ligament  surrounding  the  left  ureter  was  also  cancer,  which 
did  not  involve  the  piece  of  the  ureter  removed.  This 
patient  was  readmitted  to  Columbia  Hospital,  November 
12,  1898,  to  be  relieved  of  the  leakage  of  urine.  From  the 
quantity  of  urine  passed  by  the  urethra  it  was  thought  that 
not  all  of  the  urine  from  the  left  kidney  was  passing  through 
the  vagina,  and  urine  had  been  seen  coming  into  the  bladder 
through  the  small  opening  supposed  to  be  the  new  ureteral 
orifice.  The  general  condition  of  the  patient  was  most 
excellent,  and  two  days  later  the  abdomen  was  opened. 
No  evidence  of  recurrence  of  cancer  was  present,  but  a 
number  of  adhesions  about  the  bladder  on  the  left  side 
were  found,  which  were  dense  and  composed  principally 
of  intestines.  These  were  carefully  separated,  leaving  such 
a  jagged  surface  that  it  was  impossible  to  differentiate  the 
structures.  A  transverse  opening,  one  and  one-half  inches 
in  length,  was  made  in  the  top  of  the  bladder  for  further 
exploration.  The  small  opening  of  the  left  ureter  was  now 
found  from  the  inside  of  the  bladder,  but  was  considered 
too  small  for  practical  use.  A  separate  opening  was  found 
in  the  bladder,  which  connected  with  a  fistula  passing  up- 
ward to  a  small  opening  in  the  ureter,  probably  the  one 
sutured  at  the  last  operation,  and  downward  to  the  vagina. 
The  ureter  was  severed  just  above  the  fistula  and  re- 
implanted  into  the  bladder  by  means  of  catgut  and  silk 
interrupted  sutures.  The  surrounding  tissues  were  also 
carefully  sutured  to  the  bladder  wall  for  reinforcement.  The 
transverse  bladder  incision  was  now  closed  with  a  continu- 
ous catgut  suture.     The  fistula  into  the  vagina  was  enlarged 
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and  a  strip  of  iodoform  gauze  passed  through  it  for  the 
purposes  of  drainage,  should  leakage  occur.  The  bladder 
catheter  caused  considerable  tenesmus,  and  the  urine  was 
frequently  passed  through  the  urethra  outside  of  the 
catheter.  On  the  second  day  the  instrument  was  expelled. 
About  this  time  some  discharge  was  noticed  coming  along 
the  gauze,  which,  owing  to  the  presence  of  iodoform  did 
not  have  the  odor  of  urine;  the  gauze  was  removed,  and 
the  odor  of  urine  was  distinct.  On  the  16th,  twenty-nine 
ounces  were  removed  by  hourly  catheterization,  and  the 
vaginal  leakage  was  considerable.  November  17th,  the 
leakage  decreased,  but  from  that  time  it  increased,  but  a 
small  quantity  being  removed  by  catheter.  This  process 
was  very  painful  to  the  patient,  and  it  was  learned  late 
that  to  avoid  its  use  she  had  been  frequently  voiding  urine 
in  order  to  lessen  the  necessity  for  it.  November  22d,  but 
nine  and  one-half  ounces  were  catheterized.  As  the  quan- 
tity per  urethram  was  considerably  less  than  half  the 
quantity  to  be  expected  from  both  kidneys,  judging  from 
the  quantity  passed  before  and  during  the  first  few  days 
after  the  operation,  and  the  fact  that  she  was  drinking 
large  quantities  of  water  by  my  order,  it  was  decided 
that  the  leakage  was  coming  from  a  transverse  wound 
made  in  the  top  of  the  bladder,  even  though  ureteral 
leakage  might  be  possible.  November  23d,  eleven  ounces 
were  removed  by  catheter;  leakage  stopped,  and  fourteen 
ounces  were  removed  every  four  hours  by  catheter  on  the 
24th.  On  November  27th  thirty-nine  ounces  were  passed ; 
no  more  leakage  occurred,  and  she  was  discharged  cured 
about  December  15th.  Last  month  this  patient,  a  very 
robust  woman,  free  from  any  evidence  of  illness,  was  seen 
with  her  daughter,  whom  she  was  nursing. 

Case  II.  Cancer  of  the  cervix;  radical  extirpation;  slough- 
ing of  the  ureter;  subsequent  ureterocystostomy;  cure. — Mrs. 
S.,  white,  aged  thirty-six  years,  multipara,  was  operated 
on  in  Columbia  Hospital  for  carcinoma  of  the   cervix. 
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September  18,  1902.  About  a  year  before  she  had  a  severe 
flooding  spell  lasting  three  days,  and  since  that  time  her 
periods  had  not  been  regular.  About  thirteen  days  before 
admission  to  the  hospital  she  had  another  severe  hemorrhage 
lasting  up  to  the  date  of  operation.  The  operation  was  a 
radical  one,  practically  the  same  as  in  Case  I.,  but  twelve 
days  later  urine  escaped  through  the  vagina  from  the  left 
ureter.  The  patient  returned  home,  but  having  a  urinary 
fistula,  she  was  readmitted  to  the  hospital  November  16th 
for  this  trouble.  November  20th,  after  a  diagnosis  of  left 
ureterovaginal  fistula  was  made  positive,  transperitoneal 
ureterocystostomy  Avas  done.  The  patient  had  so  in- 
creased in  weight  since  her  discharge  from  the  hospital  that 
a  very  unusual  amount  of  deposit  of  fat  in  the  omentum 
and  mesentery  markedly  interfered  with  the  search  for 
the  ureteral  end  of  the  fistula  as  well  as  bladder  grafting. 
The  ureteral  injury  was  found  to  consist  of  a  sloughing  of 
about  three-quarters  of  an  inch  of  the  inner  side  of  the  duct, 
its  outside  being  intact.  The  operation  was  very  long  and 
tedious,  and  her  condition  became  very  alarming,  the  result 
being  that  as  the  implantation  was  about  to  be  made 
sufficient  time  to  do  the  work  properly  was  not  at  my  dis- 
posal. Four  interrupted  catgut  sutures  were  employed, 
which  united  the  muscular  and  connective  tissue  to  the 
wall  of  the  ureter  and  the  bladder.  The  wound  was  not 
covered  over  with  peritoneum  because  of  the  necessary 
haste.  Vaginal  gauze  drainage  was  established.  Fully 
one  and  one-half  inches  of  ureter  were  sacrificed  in  this  oper- 
ation. The  leakage  recurred  on  the  third  day  and  con- 
tinued to  the  time  of  her  discharge  from  the  hospital.  She 
again  entered  the  hospital  January  7,  1903.  Transperi- 
toneal ureterocystostomy  was  again  performed  January 
13th.  The  end  of  the  ureter,  very  much  enlarged  and 
infiltrated,  was  connecting  with  the  vagina  by  a  fistulous 
tract.  Adhesions  to  portions  of  the  bladder  near  the 
ureter  end  were  separated  and  an  opening  made  into  the 
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top  of  that  viscus.  The  faihire  of  the  former  uretero- 
cystostomy  was  evident,  the  bladder  being  closed  com- 
pletely and  the  end  of  the  ureter  not  entering  it.  A  new- 
opening  was  made  in  the  bladder,  the  ureter  separated 
for  a  distance  of  about  one  and  one-half  inches,  its  ends 
split  into  two  equal  flaps  one-half  inch  in  length,  and 
these  ends  brought  into  the  bladder  through  a  second 
opening.  Here  they  were  sutured  at  points  about  three- 
quarters  of  an  inch  from  the  bladder  opening,  the  catgut 
sutures  passing  completely  through  the  ureter  and  bladder 
walls  and  being  tied  on  the  outside.  The  opening  in  the 
bladder  about  the  ureter  was  then  closed  and  the  bladder 
drawn  well  up  over  the  ureter  by  a  few  interrupted  sutures. 
Previous  to  this  the  bladder  had  been  in  part  loosened  from 
its  lateral  attachments  and  drawn  upward  and  backward 
in  the  pelvis.  The  other  bladder  opening  was  now  closed 
and  vaginal  gauze  drainage  established.  Leakage  began 
in  a  few  days,  and  colored  water  thrust  into  the  bladder 
quickly  came  away  through  the  vagina.  This  leakage 
continued  for  but  a  few  days,  and  just  recently  she  has 
reported  no  recurrence  of  it. 

Case  III.  Vaginal  hysterectomy  for  fibromata  uteri,  left 
ureterovaginal  fistula,  various  unsuccessful  attempts  to  close 
the  fistula,  followed  hy  successful  ureterocystosto7ny . — Mrs. 
S.,  aged  thirty-four  years,  multipara,  was  operated  on  by 
my  friend.  Dr.  T.  A.  Reamy,  of  Cincinnati,  April  16,  1900, 
vaginal  hysterectomy  being  done  through  a  narrow  pelvis 
by  the  use  of  four  clamps;  no  ligatures  were  employed. 
The  clamps  were  removed  in  fifty  hours.  Urine  escaped 
per  vaginam  on  the  eighth  clay  after  operation.  The  three 
months  subsequent  to  this  operation  were,  in  the  language 
of  the  patient,  characterized  by  great  suffering  and  serious 
fluctuations  in  temperature.  On  the  6th  of  May  she 
suffered  a  severe  attack  of  pain  in  the  right  side,  which 
lasted  for  four  days,  her  temperature  being  103°  F,  and 
pulse  120.      On  June  1  the  temperature  reached  105°  F., 
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and  on  this  day  occurred  her  first  chill,  accompanied  by 
severe  pain  through  the  left  side  and  back,  which  condition 
afterward  preceded  each  rise  in  temperature,  the  maximum, 
106.3°  F.,  being  reached  June  11th.  At  this  time  the  pulse 
was  134.  For  two  successive  days  the  temperature 
reached  105°  F.  and  the  pulse  126.  High  fever  at  short 
intervals  continued  until  July  18th,  after  which  it  receded 
so  appreciably  that  on  July  30th  steps  were  taken  to  close 
the  fistula,  which  was  partially  successful,  the  quantity  of 
urine  being  irregular,  and  pain  always  accompanying  a 
decreased  flow.  Finally  frequent  cessation,  accompanied 
by  excruciating  pain,  was  experienced.  This  condition 
existed  until  November  10,  1902,  when  I  did  transperi- 
toneal ureterocystostomy,  assisted  by  Drs.  T.  A.  Reamy, 
C.  L.  Bonifield,  John  Miller,  and  William  Gillespie.  This 
operation  was  done  under  rather  trying  circumstances,  in 
a  badly  lighted  room  and  late  in  the  afternoon  of  a  very 
dismal  day,  the  illumination  being  secured  by  means  of 
hand  oil  lamps.  A  fistula  was  found  passing  upward  from 
the  vagina  into  a  small  sac  on  the  right  side,  formed  by 
a  portion  of  the  right  ovary  and  the  pelvic  wall,  thence 
abruptly  across  the  pelvis  to  the  left  side,  where  it  joined 
the  ureter,  probably  just  within  the  broad  ligament.  An 
incision  through  the  peritoneum  was  made  along  the  right 
ureter,  and  this  duct  traced  to  its  attachment  to  the  bladder. 
It  was  found  to  be  intact.  Then  a  similar  procedure  was 
followed  on  the  left  side,  and  the  lower  end  of  the  ureter 
was  pulled  from  a  mass  of  cicatricial  tissue  in  the  left  broad 
ligament  and  implanted  into  the  bladder,  the  same  as  in 
the  last  operation  in  the  preceding  case.  The  surface  was 
covered  over  with  peritoneum  and  vaginal  gauze  drainage 
established.  No  leakage  occurred,  and  the  patient  made 
a  good  recovery. 

Indications.     Ureterocystostomy  is  a  term  applied  to 
an  operation  for  implanting  a  ureter  into  the  bladder.     It 
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is  applicable  to  such  conditions  as  ureterovaginal  fistula 
from  various  causes,  principally  operations  on  the  female 
generative  organs,  or  following  complicated  parturition. 
Numerous  other  causes  of  such  fistulse  are  recorded,  a 
few  of  which  are  tuberculosis  of  the  lower  portion  of  the 
ureter,  erosions  from  ureteral  calculi,  accidental  trauma- 
tisms, syphilis,  etc.  Other  conditions  calling  for  this 
operation  are  abnormal  ureteral  orifices,  such  as  have  been 
reported  by  Colzi,  Davenport,  Baumm,  and  others.  Re- 
sections of  the  ureter  in  the  process  of  operation  on  the 
pelvic  organs  of  the  female  are  frequently  compulsory  and 
require  bladder  implantations  of  this  duct.  Unquestion- 
ably radical  operations  for  cancer  of  the  uterus  done  by 
the  transperitoneal  route  have  led  to  such  elective  pro- 
cedures as  Vv^ell  as  the  ureteral  injuries,  with  subsequent 
sloughing  and  fistula.  I  am  quite  convinced  that  such 
sloughing  occurs  in  some  cases  as  a  result  of  interference 
with  the  blood  supply  of  the  lower  portion  of  the  ureter 
in  such  radical  operations.  Whether  sufficient  pressure 
can  be  exerted  from  gauze  packing  for  a  period  of  several 
days  to  produce  such  sloughing,  I  am  undecided.  A 
number  of  cases  have  been  reported  in  which  bladder 
tumors  developing  near  a  ureteral  orifice  have  been  re- 
moved together  with  the  lower  end  of  the  ureter  with 
implantation  of  this  duct  into  a  new  place  in  the  bladder. 
Some  of  these  have  been  for  malignant  tumors.  These 
growths  seem  to  develop  more  frequentty  about  the  trigo- 
num  and  ureteral  orifices,  and  sometimes  their  extirpation 
requires  grafting  of  the  ureter  on  both  sides.  In  some 
cases  the  fistula  has  been  found  to  open  into  the  uterine 
cavity.  In  fact,  its  outlet  may  be  found  at  various  points 
about  the  abdomen  or  pelvis.  Slight  injuries  to  the 
ureteral  wall  should  close  spontaneously,  particularly  if 
the  circumference  of  the  duct  be  very  slightly  involved. 
Great  danger  exists  of  inflammatory  infiltration  of  the 
ureter  at  the  injured  point,  with  obstruction  of  the  duct 
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below  the  fistulous  opening.  This  forces  the  urine 
through  the  fistula  and  tends  to  make  it  permanent. 
During  operation  in  some  cases  resection  of  a  ureter  will 
be  imperative  because  of  its  close  association  with  a  pelvic 
mass  of  malignant  tissue.  This  was  the  experience  of 
Krause,  Polk,  and  myself,  and  in  these  cases  uretero- 
cystostomy  was  done. 

In  my  case,  however,  the  microscopic  examination  would 
seem  to  cast  some  doubt  upon  the  advisability  of  such 
treatment  of  this  duct.  While  the  operation  was  done  for 
cervical  cancer,  and  a  mass  surrounding  and  constricting 
the  ureter  was  infiltrated  with  cancer,  the  duct  itself  was 
not  involved.  However,  I  would  feel  disposed  to  act  in 
the  same  manner  under  similar  conditions. 

A  point  worthy  of  our  consideration  is,  should  this 
operation  be  done  within  a  few  months  after  radical  oper- 
ation for  cancer  of  the  cervix?  It  is  probable  that  in  very 
early  cases  it  should  be  done,  the  same  as  if  the  cancer  had 
not  been  present.  In  those  cases  in  which  eradication  is 
considered  doubtful  I  will  venture  the  opinion  that  eight 
to  twelve  months  without  recurrence  should  elapse  before 
resort  to  ureterocystostomy  is  made.  This  I  do  in  the 
face  of  Baldwin's  criticism  of  me  for  this  view.  In  one 
of  my  cancer  cases,  operated  on  July  14,  1900,  that  had 
ureteral  leakage  through  the  vagina,  beginning  eight  days 
after  operation,  recurrence  was  noted  in  July,  1901,  from 
which  she  died  April  1,  1902.  The  leakage  continued 
until  death  occurred.  In  such  a  case  I  cannot  believe 
resort  to  ureterocystostomy  is  advisable. 

Ureteral  fistula  is  a  sequel  of  the  ulceration  incident 
to  impaction  of  calculi  in  the  ureter,  and  when  it  occurs 
low  in  the  pelvis,  a  common  site  for  it,  ureterocystostomy 
may  be  required.  In  Krause's  and  one  of  Israel's  cases, 
marked  undilatable  stricture  in  the  lower  part  of  the  ureter 
was  the  indication.  Sampson  has  proposed  a  new  indi- 
cation for  bladder  grafting  of   the  ureter.     He  proposes 
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it  on  both  sides  as  a  preliminary  step  in  radical  operation 
for  cancer  of  the  uterus. 

Alternatives.  Slight  injuries  to  the  wall  of  the  ureter 
should  close  spontaneously,  particularly  if  slight  support 
to  the  point  be  made  with  gauze  packing.  This  lessens 
the  tendency  to  rupture  if  the  tissues  are  bruised,  and, 
if  leakage  occurs,  acts  as  drainage  material  and  tends  to 
promote  perfect  healing.  Failure  to  secure  this  result 
would  demand  closure  by  suturing,  provided  the  opening 
be  small  and  involve  but  little  of  the  circumference  of  the 
ureter.  In  some  cases  constriction  is  liable  to  follow  such 
procedure.  Resort  to  one  of  two  procedures  is  now  avail- 
able, depending  upon  the  location  of  the  lesion.  Should 
it  be  in  the  lower  two  inches  of  the  duct  resection  with 
bladder  grafting  of  the  proximal  portion  is  beyond  all 
doubt  the  best  operation.  This  procedure  may  yet  be 
employed  for  any  point  of  the  pelvic  portion  of  the  duct. 
The  treatment  of  lesions  above  the  iliopectineal  line  that 
are  not  amenable  to  drainage  or  suture  will  call  for  uretero- 
ureteral  anastomosis  when  less  than  two  inches  of  the  duct 
is  to  be  sacrificed.  If  more  than  that  amount  must  be 
spared,  particularly  if  the  lesion  be  near  the  iliac  bifur- 
cation, probably  implantation  into  the  fellow  duct  would 
be  the  best  operation.  Higher  in  the  abdomen  this  pro- 
cedure would  be  less  desirable,  as  the  prominence  of  the 
spinal  column  and  aorta  would  cause  considerable  bending 
of  the  ureter;  and,  too,  the  ducts  are  not  so  easily  approx- 
imated here.  Probably  the  plan  of  loosening  and  suffi- 
ciently depressing  the  kidney  to  allow  union  of  the  ends, 
that  I  worked  out  successfully  on  dogs,  could  well  be 
attempted  under  these  conditions.  Although  uretero- 
cystostomy  is  applicable  to  ureteral  injuries  within  the 
pelvis,  it  is  not  the  preferable  operation  for  lesions  between 
the  pelvic  brim  and  the  lowest  two  inches  of  the  ureter. 
Here  no  doubt  can  exist  of  the  advantage  of  end-splicing 
in  some  form.     This  statement  is  based  upon  the  facts 
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that  the  normal  ureterovesical  junction  cannot  be  dupli- 
cated by  surgery,  and  that  constriction  at  the  site  of  union 
has  not  been  noted  in  any  case  of  ureteroureteral  anas- 
tomosis since  the  first  one  done,  and  that  was  in  a  markedly 
tubercular  patient. 

As  a  matter  of  fact,  most  cases  of  secondary  uretero- 
vesical anastomoses  are  for  lesions  within  the  lowest  two 
inches  of  the  duct,  being  usually  produced  by  vaginal  or 
abdominal  hysterectomy,  tedious  labor,  or  instrumental 
delivery.  They  are  usually  discovered  only  when  several 
days  have  elapsed  after  operation.  In  hysterectomy, 
ligation,  needle  puncture,  or  forceps  compression  of  the 
ureter  causes  the  subsequent  leakage.  Vaginal  plastic 
operations  preceded  ureterocystostomy,  but  are  not  nearly 
as  satisfactory,  inasmuch  as  they  are  usually  based  upon 
the  formation  or  retention  of  a  urinary  tract  through 
abnormal  tissue,  which  either  is  readily  yielding,  pro- 
ducing urinary  reservoirs  none  too  well  drained,  or  already 
a  reservoir  with  non-contractile  walls  like  the  upper  end 
of  the  vagina.  In  these,  while  the  urine  flow^s  through 
steadily,  there  is  always  danger  of  decomposition,  with  its 
disagreeable  features.  It  has  succeeded  in  a  few  cases 
where  bladder  implantation  by  the  suprapubic  route  had 
failed.  Kelly's  case  was  a  striking  instance  of  this.  For 
wounds  of  this  duct  made  during  abdominal  operations, 
immediate  bladder  graft  is  far  preferable  to  any  vaginal 
procedure. 

It  may  be  very  important  in  some  cases  to  learn  from 
cystoscopy,  or  dissection,  or  both,  whether  the  ureter  is 
double,  either  wholly  or  in  the  lower  portion.  Should  it 
bifurcate  after  leaving  the  kidney,  then  severe  injury  to 
one  fork  would  require  simply  ligation  above  the  point 
of  injury.  Dependence  upon  this  procedure  in  complete 
double  ureter  cannot  always  be  had,  as  oftentimes  in  such 
cases  each  ureter  drains  a  special  portion  of  a  kidney,  and 
to  ligate  the  ureter  is  to  cause  atrophy  of  the  portion  of  it 
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drained  by  that  duct.  Should  the  urine  from  the  kidney 
be  infected,  then  hgation  in  any  case  would  be  nearly  sure 
to  produce  dangerous  suppurative  changes  in  the  kidney. 
Routes.  The  routes  by  which  bladder  implantation  of 
the  ureter  has  been  done  are  the  extraperitoneal,  the  intra- 
peritoneal, the  transperitoneal,  the  sacral,  and  the  infra- 
pubic.  I  will  refer  but  briefly  to  the  few  cases  done  by 
the  vagina  and  sacral  routes,  as  this  paper  deals  entirely 
with  the  suprapubic  methods.  The  infrapubic  route  is  a 
very  tedious  process,  and  for  careful  and  precise  work  is 
not  to  be  compared  with  the  suprapubic  route.  Colzi's 
procedure  in  a  case  of  abnormal  congenital  ureteral  open- 
ing, in  which  he  dissected  the  labium  major  from  the  under 
side  of  the  pubes,  cutting  away  some  of  the  bone,  in  order 
to  make  a  junction  between  the  ureter  and  bladder,  would 
by  no  means  be  considered  orthodox  surgery  to-da)^  He 
did  have  the  advantage,  however,  of  an  unusual  length 
of  ureter  as  it  extended  to  the  outer  side  of  the  left  labium 
minor  below  the  level  of  the  meatus  urinarius.  The  sacral 
route  has  been  employed  in  but  a  few  cases,  and  then  only 
because  an  operation  bj^  that  route  was  being  done  when 
the  ureter  was  injured  and  the  bladder  graft  was  made  at 
once.  Mackenrodt  devised  a  method  of  reaching  the  ureter 
and  bladder  entirely  extraperitoneal.  Baumm  did  the 
operation  by  a  suprapubic  extraperitoneal  route  for  an 
accessory  ureter  opening  into  the  urethra.  Fritsch  and 
Kelly  have  also  devised  and  practised  an  extraperitoneal 
method.  Viet  and  Witzel  each  planned  and  performed 
a  transperitoneal-extraperitoneal  operation  for  this  oper- 
ation, and  no  doubt  a  large  part  of  the  operations  per- 
formed have  been  done  by  this  route.  It  is  by  far  the 
most  free  from  objections.  It  combines  the  advantages 
of  sufficient  working  space,  rapidity  in  finding  the  ureter, 
and  of  making  the  implantation.  It  requires  a  more 
careful  technic  when  the  structures  involved  or  the  urine 
are  infected.     The  evidence  of  infection  should  be  pre- 
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viously  discovered  by  the  surgeon,  and  the  choice  between 
the  entire  extraperitoneal  and  the  transperitoneal  should 
be  made  before  operation.  But  slight  urinary  infection 
will  not  preclude  the  selection  of  the  transperitoneal  route, 
as  the  ureter  may  be  temporarily  ligatured  some  distance 
above  the  point  of  proposed  bladder  junction.  Such  pro- 
cedure would  minimize  the  danger  of  peritoneal  contami- 
nation, and  if  drainage  be  added  little  danger  is  encoun- 
tered. The  plan  of  Mackenrodt  is  recommended  by  him 
as  being  a  very  rapid  one.  He  states  he  does  the  whole 
operation  by  it  in  twenty  to  twenty-five  minutes.  This 
short  operation  requires  for  its  accomplishment  and  suc- 
cessful termination  a  familiarity  with  the  extraperitoneal 
structures  not  possessed  by  most  pelvic  surgeons.  Theo- 
retically, none  can  doubt  its  advantages.  Practically  it 
does  not  stand  as  a  favorite  among  abdominal  and  pelvic 
surgeons.  Nor  is  it  applicable  when  bladder  implantation 
has  to  be  done  in  the  course  of  an  abdominal  operation 
planned  for  some  other  condition.  In  the  latter  situation, 
either  the  intraperitoneal  or  transperitoneal  route  will  be 
followed.  The  essential  point  in  such  a  situation  is  to 
cover  the  duct  with  peritoneum.  This  should  be  done  in 
the  nicest  possible  manner  in  order  to  prevent  the  for- 
mation of  adhesions  and  cicatricial  tissue.  This  statement 
will  be  affirmed  by  those  who  have  opened  the  abdomen 
some  time  after  such  an  operation  has  been  done  with 
little  regard  to  this  point.  Whenever  possible  the  incision 
through  the  peritoneum  along  the  ureter  should  not  be 
directly  over  it,  as  a  bed  too  unyielding  is  made  for  the 
ureter. 

Technic.  As  has  been  mentioned,  keeping  the  field  of 
operation  on  the  ureter  and  bladder  well  outside  the  peri- 
toneum is  advisable.  Even  when  the  ureter  has  to  be 
carried  across  the  pelvis  the  peritoneum  should  be  folded 
nicely  over  it.  This  affords  support  and  blood  supply  to 
it,  and  prevents  sloughing,   adhesions  to  intestine,  with 
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subsequent  traction,  and  a  very  important  desideratum — 
the  possibility  of  ileus  by  loops  of  intestine  getting  between 
the  ureter  and  the  pelvic  wall.  This  procedure  permits 
extraperitoneal  drainage.  A  far  different  condition  exists 
when  hysterectomy  has  been  done  previously,  particularly 
if  much  of  the  broad  ligament  has  been  removed  with  the 
uterus,  and  if  a  severe  pelvic  peritonitis  and  cellulitis  has 
existed.  Under  such  conditions  a  marked  inelasticity  of 
the  tissues  exists,  and  they  tear  easily.  It  is  not  always 
possible  to  obtain  extraperitoneal  drainage.  These  con- 
ditions are  exaggerated  when  a  very  radical  abdominal 
operation  for  cancer  has  been  done.  Practically  all  of 
the  broad  ligaments  have  been  removed  with  the  uterus, 
appendages,  and  upper  part  of  the  vagina.  Perhaps  the 
tissues  about  the  ureters  up  to  the  iliac  bifurcation  have 
been  dissected  out  and  the  bladder  sutured  to  the  rectum, 
thus  putting  it  in  a  position  low  and  back  of  its  usual  one. 
Under  such  conditions  the  relations  of  the  peritoneum  are 
less  favorable,  and  more  difficulty  in  covering  the  splice 
will  be  experienced. 

There  is  little  doubt  that  the  more  oblique  the  implanta- 
tion is  made  the  better,  and  this  is  best  done  by  selecting 
the  point  in  the  bladder  wall  most  favorable.  This  will  be 
in  the  side  of  the  bladder  fairly  well  up.  A  slit  in  the 
bladder  about  three-quarters  of  an  inch  in  length  parallel 
to  the  prospective  course  of  the  lower  portion  of  the  ureter 
should  be  made,  and  the  ureter  sutured  into  it  the  whole 
length.  Following  the  plan  of  Paoli  and  Busachi,  the  end 
of  the  ureter  should  be  slit  half  an  inch  on  two  opposite 
sides  and  each  flap  sutured  to  the  inner  side  of  the  bladder 
wall  beyond  the  farther  end  of  the  bladder  slit.  The  sutures 
should  be  absorbable  material  passed  through  the  bladder 
wall  and  the  flap.  It  is  not  necessary  to  denude  the 
bladder  of  mucosa  for  this  purpose  or  attempt  to  leave  the 
ureteral  mucosa  out  of  the  bite  of  the  suture,  as  it  will 
permit  the  suture  to  sink  into  it  sufficiently  to  prevent 
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the  formation  of  incrustations  upon  it.  AVhen  these  flaps 
have  been  secured  by  tying  the  sutures  on  the  outside  of 
the  bladder  the  ureter  should  be  sutured  in  the  bladder 
slit  with  fine  catgut  or  kangaroo  tendon  suture.  These 
should  be  placed  quite  closely  and  not  penetrate  the 
ureteral  mucosa.  Another  row  of  sutures,  either  inter- 
rupted or  continuous,  should  be  put  into  the  bladder, 
bringing  a  fold  over  the  whole  of  the  incision.  This  work 
is  much  facilitated  by  a  free  incision  in  the  top  of  the 
bladder,  as  first  employed  by  Paoli  and  Busachi  in  their 
experimental  work,  and  which  is  to  be  closed  afterward. 

If  possible  extraperitoneal  drainage  should  be  instituted. 
Following  the  wide  radical  operations  for  cancer,  subse- 
quent intraperitoneal  drainage  will  have  to  be  employed. 
In  this  work  different  operators  have  employed  various 
means  of  pulling  the  ureter  into  the  bladder,  some  using 
forceps  and  sounds  introduced  through  the  urethra,  or 
an  additional  bladder  opening,  and  some  sutures.  Boldt 
passed  a  sound  into  the  ureter  from  the  vagina.  In  my 
third  case  a  probe  passed  into  the  fistula  on  the  right  side 
while  the  injured  ureter  was  the  left.  Krause,  Kaysar,  and 
Calderini  made  traction  on  the  ureter  end  during  healing, 
by  means  of  sutures  brought  through  the  urethra,  and  one 
of  them,  Kaysar,  in  re-operating  in  one  case  added  a  weight 
of  200  grams  for  five  days.  Krause  tied  the  suture  ends 
to  the  external  meatus  urinarius.  These  are  really  un- 
necessary and  should  give  way  to  some  of  the  different 
plans  of  raising  the  bladder  to  prevent  tension  on  the  point 
of  union.  The  work  of  Van  Hook  in  relation  to  this 
subject  is  here  mentioned  only  to  praise.  Permanent 
ureteral  catheterization  is  inadvisable,  but  constant 
bladder  drainage  should  be  continued  for  three  to  five 
days,  after  which  catheterization  every  two  or  three  hours 
for  a  week  should  be  satisfactory. 

The  plan  of  Boari  as  practised  by  Calderini,  Chalot, 
Bertazzoli,  and  Pestalozza  I  cannot  indorse.     His  button 
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would  seem  to  be  unnecessary  and  likely  to  be  incrusted. 
In  one  case  an  operation  for  its  removal  was  necessary. 

Complications.  The  principal  complication  of  this 
operation  is  infection.  This  is  mostly  due  to  a  pre-existing 
infection,  which  is  quite  common  in  chronic  ureteral  fistulic. 
Sometimes  a  bladder  fistula  is  present  and  renders  greater 
liability  to  infection.  Plastic  vaginal  operations  persisted 
in  often  lead  to  urinary  infection.  If  done  in  the  course  of 
abdominal  operations,  particularly  if  infectious,  the  danger 
is  enhanced.  Tubercular  or  syphilitic  lesions  increase  the 
tendency  to  failure.  The  re-employment  of  permanent 
suture  material  like  silk  no  doubt  leads  to  complications. 
Incrustations  of  lime  salts  form  on  them  whenever  urine 
comes  in  contact  with  them.  Bladder  tenesmus  occurs 
from  their  acting  as  a  foreign  body  in  its  wall,  even  when 
encysted,  and  their  well-known  uneasiness  in  tissues  finds 
no  exception  in  the  bladder  wall. 

Results.  The  subsequent  histories  of  cases  of  uretero- 
cystostomy  are  not  well  known.  It  is  probable  the  result 
is  satisfactory,  though  Polk  had  ureteral  dilatation  from 
too  much  constriction  in  one  case,  and  Pozzi  had  a  similar 
result  from  an  opening  too  large  at  the  junction.  Of  the 
SO  cases  I  tabulated  in  1900  seven  died,  a  mortality  rate 
of  8.4  per  cent.  Four  of  the  fatal  cases  were  those  where 
the  grafting  was  done  in  the  course  of  an  abdominal  oper- 
ation, and  in  one  of  these  for  other  conditions  death  was 
attributed  to  an  independent  cause. 

The  additional  31  cases  have  recovered,  making  a  mor- 
tality rate  for  the  111  cases  of  6  per  cent.  It  cannot  be 
considered  a  grave  operation.  When  no  complications 
exist,  and  as  it  becomes  better  known,  it  is  believed  the 
mortality  rate  will  be  almost  nothing. 
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Dk.  George  H.  Noijle. — I  wish  to  call  attention  to  one 
point,  that  is,  where  the  ureters  are  cut  too  short  for  anasto- 
mosis by  ordinary  methods.  I  have  recently  devised  a  means 
of  gaining  increase  in  length  of  the  ureter.  In  a  case  where 
someone  performed  hysterectomy  for  carcinoma  uteri,  fol- 
lowed by  recurrence  in  eighteen  months,  I  resected  the  bladder, 
removed  half  of  the  vagina,  cleared  the  pelvis  laterally  to 
bony  walls,  taking  out  a  section  of  each  ureter.  The  left 
ureter  was  cut  off  at  the  bifurcation  of  iliac  vessels.  It  was 
too  short  to  anastomose  safely  with  the  bladder  even  after 
separating  the  latter  from  the  transverse  ramii  of  the  pubic 
bones.  Realizing  the  fact  that  close  adhesion  of  the  ureter 
to  peritoneum  prevents  its  descent,  I  separated  it  from  the 
loose  fatty  tissue  posteriorly  for  several  inches  above  the 
brim  of  the  pelvis,  and  not  wishing  to  destroy  the  vascular 
supply  of  the  ureter  I  did  not  disturb  its  relation  with  the 
peritoneum,  but  made  two  incisions  in  the  latter,  one  on 
either  side  of  and  parallel  to  the  ureter.  The  incisions  ex- 
tended above  the  point  where  the  peritoneum  and  ureter 
were  closelj'"  attached  or  about  the  distance  of  two  and  a 
half  or  three  inches.  In  this  way  the  peritoneum  was  so 
loosened  that  it  enabled  me  to  draw  the  ureter  down  one 
inch  farther. 

While  it  is  generally  believed  that  close  attachment  of  the 
ureter  to  the  peritoneum  is  confined  to  the  pelvic  portion,  I 
have  found  several  cases  in  which  it  extended  two  or  three 
inches  above  the  brim,  thus  making  it  appear  that  the  above 
procedure  may  become  useful  in  certain  cases.  Perhaps  it 
may  be  carried  farther,  for  anyone  who  has  dissected  the 
ureter  free  from  the  kidney  downward  in  doing  nephro- 
ureterectomy  can  appreciate  the  ease  with  which  these  parts 
may  sometimes  be  separated  from  the  loose  fatty  tissue 
surrounding  them.  It  has  occurred  to  me,  therefore,  that 
the  suggestion  made  by  Dr.  Bovee  of  loosening  the  kidney 
and  drawing  the  ureter  down  might  be  made  practical  by 
extending  the  incision  above  mentioned,  taking  care  not  to 
interfere  with  the  mesenteric  vessels  of  the  colon,  then  passing 
the  hand  up  behind  the  peritoneum  high  enough  to  sweep 
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the  finger  around  the  kidney  and  separate  it  from  its  fatty 
attachment. 

In  ureteral  implantations  I  have  found  permanent  drainage 
by  means  of  self-retaining  catheters  connected  with  a  re- 
ceptacle an  important  feature.  It  prevents  overdistention  of 
the  bladder  which  may  be  a  contributing  factor  to  leakage, 
or  if  such  an  accident  should  occur  through  defective  technic 
or  otherwise,  it  will  sometimes  enable  the  fistula  to  close, 
provided  the  ureter  does  not  pull  out  of  the  bladder. 

An  important  point  in  the  technic  is  to  avoid  tension 
upon  the  ureters,  as  it  is  likely  to  cause  the  stitches  to  cut 
through  and  release  it  from  its  bladder  attachments.  A 
tight  joint  is  essential,  but  it  can  be  done  with  three  or  four 
sutures.  Too  many  stitches  increase  the  danger  of  infection 
if  silk  is  used.  It  is  better,  therefore,  to  a^nchor  wdth  two 
sutures  and  then  form  a  sort  of  cuff  around  the  ureter  by 
stitching  the  bladder  walls  over  it.  The  peritoneum  should 
be  closed  in  a  way  that  will  cut  off  possible  leakage  from  the 
peritoneal  cavity. 

Dr.  William  M.  Polk. — Dr.  Bovee  did  not  say  much  about 
the  technic;  therefore,  what  I  have  to  say  is  drawn  wholly 
from  my  own  experience  in  dealing  with  cases  of  this  kind. 
The  great  difficulty  is  the  fact  that  most  of  these  efforts  have 
been  undertaken  in  the  midst  of  operations  of  magnitude, 
and,  therefore,  some  little  lack  of  precision  has  existed  in  the 
attachment  of  the  open  ends  of  the  ureter  to  each  other  or 
to  the  bladder.  The  method  which  would  appear  to  be  desir- 
able for  adoption  in  dealing  \viih  cases  where  we  are  liable 
to  wound  or  cut  the  ureter  is  to  consider  this  possibility  in 
our  general  plan  for  the  conduct  of  the  case.  This  is  espe- 
cially so  where  we  are  doing  a  suprapubic  radical  operation 
for  the  removal  of  the  uterus,  as  in  cases  of  carcinoma,  the 
kind  of  operation  Dr.  Noble  alluded  to  a  moment  ago.  The 
fact  which  the  Doctor  brings  out  is  one  of  importance  and 
is  to  be  borne  in  mind  in  the  treatment  of  these  cases,  for 
these  reasons :  In  the  first  place  it  is  anatomically  accurate  so 
far  as  the  ureter,  which  lies  below  the  brim  of  the  pelvis,  is 
concerned;  and,  in  the  second  place,  because  I  think  we  are 
all  agreed  if  we  can  get  the  ends  of  the  ureter  together  it  is 
far  better  than  an  implantation  into  the  bladder.  Bladder 
implantation,  I  do  not  care  how  well  it  is  done,  will  speedily 
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lead  to  constriction  at  that  end  of  the  ureter.  I  think  we 
will  find  that  this  is  the  case  in  nearly  ever}^  instance,  if  we 
wait  long  enough.  Of  course,  injury  to  the  ureter  would, 
even  if  we  make  an  end-to-end  anastomosis,  lead  to  a  certain 
amount  of  constriction;  but  I  question  whether  in  the  long 
run  the  degree  of  constriction  by  such  a  juncture  would  be 
as  great  as  if  the  attachment  were  made  to  the  bladder  itself. 
It  is  the  simplest,  quickest,  and  best  way  of  bringing  about 
union  of  two  ends.  I  think  the  rule  which  we  are  all  now 
adopting  in  regard  to  union  of  the  ends  of  the  intestine  in 
intestinal  surgery  holds  good  here;  that  is,  end-to-end  junc- 
tion, with  through-and-through  sutures;  this  gives  the  best 
results.  The  technic  which  can  be  adopted  in  these  cases 
is  an  adaptation  of  the  Maunsell  method  of  juncture.  Make 
a  longitudinal  slit  in  the  end  of  the  ureter,  the  lower  one  by 
preference,  and  draw  down  the  extremity  of  the  upper  end 
and  out  through  the  cut,  invaginating  at  the  same  time  the 
lower  end,  bringing  the  two  ends  out  of  the  slit.  If  that 
cannot  be  done,  if  the  ureter  is  not  sufficiently  dilatable  to 
permit  this  to  be  done,  you  simply  draw  the  upper  end  of 
the  cut  extremity  into  the  lower  end  and  insert  your  through- 
and-through  suture.     Generally  three  or  four  will  suffice. 

The  question  as  to  the  mobility  of  the  ureter  above  the 
brim  of  the  pelvis  is  one  which  can  be  answered  in  the  affirm- 
ative. It  is  not  so  closely  attached  to  the  peritoneum  as  it 
is  below,  so  that  it  is  a  simple  matter  to  take  the  handle  of 
the  scalpel  or  finger  and  run  it  up  along  the  lumbar  fossa 
and  separate  the  structure  without  any  difficulty.  If  you  cut 
in  through  from  the  loin,  to  get  at  the  kidney  from  above, 
you  will  appreciate  this  fact,  and  if  you  will  deal  with  the 
ureter  from  below  in  dissecting,  you  will  appreciate  this 
anatomic  fact  readily. 

The  point  brought  out  by  Dr.  Noble,  in  regard  to  the 
maintenance  of  the  relation  between  the  ureter  and  the  peri- 
toneal coat  is  important,  for  the  reason  pointed  out,  namely, 
that  nutrition  is  of  considerable  moment.  The  ureter  has  its 
own  vessels,  to  a  great  extent,  which  take  charge  of  the 
nutrition,  but  this  must  be  enfeebled  or  impaired  if  you  strip 
up  the  ureter  from  the  vessel  connections,  which  it  is  bound 
to  have,  with  a  structure  so  closely  attached  as  the  peri- 
toneum is  to  it. 
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Upon  the  whole,  j\Ir.  President,  I  think  we  must  confess 
that  the  implantation  of  the  ureter  into  the  bladder  is  an 
unsatisfactory  procedure.  The  results  cannot  be  properly 
judged  until  seven  or  eight  years  have  elapsed  since  the 
operation,  and  then,  it  seems  to  me,  we  have  every  reason  to 
believe,  in  consequence  of  the  inevital^le  interference  with  the 
flow  of  urine,  there  must  be  changes  in  the  kidney  itself 
ultimately  vitiating  the  operation.  It  is  incumbent  upon 
everyone,  who  deals  -with  operations  that  bear  upon  these 
structures,  to  remember  that  injury  to  the  ureters  must  be 
considered  as  a  possible  part  of  the  procedure,  and  its  correc- 
tion should  be  embraced  in  the  general  plan  of  operation. 

Dr.  Thaddeus  A.  Reamy. — There  are  some  interesting 
points  in  the  clinical  history  of  the  case  reported  by  Dr.  Bovee. 
The  operation  was  vaginal  hysterectomy.  Clamps  were  used. 
The  pelvis  was  narrow.  The  discharge  of  urine  j)er  vaginam 
did  not  occur  until  the  fifth  day  after  operation.  The  pain, 
very  severe,  following  the  hysterectomy  was  in  the  right 
instead  of  the  left  lumbar  region.  The  injury  was  to  the 
left  ureter.  The  vaginal  wound  healed  slowly  but  perfectly, 
except  the  urinary  fistula  posteriorly  and  to  the  right  of  the 
median  line.  .  During  the  two  years  after  operation,  before 
the  work  of  repair  by  Dr.  Bovee,  pain  was  more  constant  in 
the  region  of  the  right  kidney  than  of  the  left.  There  were 
frequently  intervals  of  ten  to  fourteen  days  without  any 
discharge  from  the  fistula.  Dr.  Bovee  kindly  made  his 
successful  operation  upon  this  case  during  the  recent  session 
of  the  Southern  Surgical  Association  in  my  city. 

So  far  as  I  know  this  is  the  only  instance  in  which  I  have 
damaged  a  ureter  during  a  hysterectomy. 

Dr.  Reubex  Peterson. — These  operations  have  only  been 
practised  for  a  few  years,  and  if  we  are  to  ascribe  it  a  place 
in  surgery  we  must  accumulate  all  possible  information  regard- 
ing the  operation. 

Dr.  Bovee  has  informed  us  that  the  mortality  of  uretero- 
vesical implantation  at  the  present  time  is  6  per  cent.  I  am 
sorry  that  I  have  to  increase  this  mortality  by  having  to 
report  a  death  by  the  abdominal  route.  However,  the  case 
shows  the  difficulties  which  we  encounter  in  doing  this  oper- 
ation, and  I  \vill  report  it  l^riefly.  I  operated  on  this  woman 
some  months  ago  for  an  intraligamentous  fibroid  of  the  uterus, 
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and  although  at  the  time  I  thought  I  had  avoided  the  ureter, 
still  subsequently  it  showed  that  it  had  either  l^een  bruised 
during  the  operation  or  I  had  nicked  it  in  cutting  away  the 
growth.  At  any  rate,  after  the  third  or  fourth  day  the  patient 
passed  urine  by  the  vagina.  Some  months  later  I  anasto- 
mosed the  ureter  with  the  bladder,  going  through  the  abdo- 
men to  do  it.  After  opening  the  abdomen  and  proceeding  to 
dissect  up  the  ureter,  I  found  an  exceedingly  curious  con- 
dition. Besides  the  dilatation,  which  had  resulted  from  the 
stricture,  that  had  occurred  low  down  in  the  pelvis,  I  found 
dense  adhesions  running  upward  nearly  to  the  bifurcation  of 
the  iliac  arteries.  In  order  to  get  at  the  ureter  at  all,  I  had 
to  make  an  extensive  dissection.  I  think  my  bad  result  in 
the  case  was  due  to  interfering  with  the  blood  supply.  We 
do  not  know  very  much,  as  yet,  about  the  blood  supply  of 
the  ureter,  from  a  j^raetical  standpoint.  I  thought  I  could 
safely  take  this  ureter,  after  dissecting  it  up,  and  put  it  into 
the  bladder.  This  is  a  comparatively  easy  operation,  espe- 
cially for  one  who  has  done  much  ureteral  work,  but  the 
result  showed  that  my  confidence  was  misplaced.  After 
putting  the  ureter  into  the  ]:)1  adder  I  covered  it  with  peri- 
toneum as  well  as  I  could,  although  I  had  .injured  it  in 
making  this  dissection  amidst  adhesions.  I  was  afraid  to 
trust  it  altogether;  I  therefore  put  a  drain  through  down  into 
the  vagina.  Leakage  occurred  on  the  second  day.  The 
woman  developed  symptoms  of  sepsis,  and  died  presumably 
from  peritonitis.  Unfortunately,  I  was  unable  to  secure  an 
autopsy.  This  case  illustrates  the  difficulty  which  we  may 
encounter  in  these  cases,  and  we  should  frankly  inform  our 
patients  in  regard  to  the  risk  of  secondary  operations,  that 
there  is  more  or  less  danger,  and  ask  them  if  they  want  to 
undergo  this  additional  risk.  In  this  particular  case  I  w'as 
severely  censured  by  the  husband  of  the  patient  for  operating 
a  second  time. 

Dr.  Bovee  (closing  the  discussion). — I  did  not  have  time 
to  take  up  the  technic  of  the  operation  in  .reading  my  paper, 
but  I  will  refer  to  the  subject,  inasmuch  as  Dr.  Polk  has  called 
attention  to  it.  There  is  one  procedure,  in  my  opinion,  which 
is  better  than  others,  and  tliis  procedure  was  devised  by  Paoli 
and  Busachi,  the  investigators  on  animals  in  this  work.  These 
men  planned  to  make  the  incision  from  the  top  plane,  through 
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which  the  work  was  to  be  done,  working  across  the  blackler 
cavity.  A  second  opening,  sufficiently  large,  was  to  be  made 
on  the  lateral  surface  of  the  bladder,  at  the  most  convenient 
and  eligible  site,  into  which  the  ureter  was  to  be  drawn.  In 
some  manner  different  men  who  had  used  it  varied  the 
method  in  that  direction;  the  ureter  was  drawn  in  there,  then 
sutured  in  place.  In  this  way  the  ureter,  before  being  drawn 
in,  w^as  split,  tw^o  flaps  made,  and  the  ends  of  these  flaps 
sutured  to  the  bladder  wall  at  the  proper  distance  from  the 
opening  through  which  the  ureter  penetrated,  and  the  sutures 
to  hold  the  ureter  end  spread  apart  and  fastened  there.  This 
lessened  tension  on  the  sutures  at  bladder  opening,  and  it 
made  proper  approximation  of  the  bladder  to  the  ureter  to 
prevent  leakage.  In  my  mind,  this  union  should  be  made 
in  an  oblique  direction,  so  as  to  imitate,  as  much  as  possible, 
by  surgical  methods,  those  of  nature.  This  can  he  made  of 
a  portion  of  the  bladder,  which  can  be  reached  in  such  a  w^ay 
as  to  permit  this  oblique  method,  and  yet  not  cause  curvature 
or  bending  of  the  ureter  at  the  point  of  junction  wdth  the 
bladder,  and  then  the  ends  of  the  ureter  can  be  fastened  by 
the  flap-splitting  to  the  bladder;  a  little  beyond  the  lower 
end  of  the  incision  the  ureter  is  to  go  through  into  the  bladder, 
and  travel  along  length wdse  in  the  bladder  wall,  to  be  fastened 
along  its  continuity.  Of  course,  there  will  be  a  tendency  to 
constriction,  although  in  some  cases  there  will  be  a  tendency 
to  dilatation,  after  the  ureter  is  divided.  It  is  necessary  to 
have  this  work  covered  by  peritoneum.  Even  if  the  ureter 
has  to  be  brought  across  the  peritoneal  cavity  to  make  the 
junction,  it  ought  to  be  covered  with  peritoneum  brought  over 
it,  and  the  wall  of  the  pelvis  later,  and  drainage  instituted. 
Bladder  drainage  is  necessary.  It  is  a  special  point  in  the 
technic  of  the  operation;  but  there  also  ought  to  be  intra- 
peritoneal drainage  if  the  operation  has  been  done  by  the 
transperitoneal  method.  If  it  is  done  by  the  exclusive  extra- 
peritoneal method,  then  extraperitoneal  drainage  is  all  that 
is  necessary.  But  extraperitoneal  drainage  is  not  sufficient 
if  the  operation  has  been  done  by  crossing  the  peritoneal 
cavity.  Bladder  drainage  is  particularly  important.  Some 
of  these  patients  will  not  retain  the  catheter  w"ell  in  the 
bladder,  and  we  have  to  substitute  frequent  or  interrupted 
emptying  of  the  bladder  for  permanent  catheterization.     I 
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have  done  that  in  two  of  my  cases,  and  began  it  in  one  as 
early  as  the  second  day.  Patients  often  pass  urine  from  the 
urethra  by  the  side  of  the  catheter,  it  being  forced  out  on 
account  of  so  much  irritation  of  the  bladder.  In  some  cases, 
where  this  plan  has  been  followed,  there  has  been  great  traction 
on  the  end  of  the  ureter  to  prevent  separation  of  the  bladder 
and  ureter.  Of  course,  the  shorter  the  ureter  the  more 
tension  there  is,  and,  therefore,  there  is  more  liability  to 
suppuration  or  constriction  by  dragging  the  tissues  apart,  the 
ureter  and  bladder  making  the  constriction.  Some  have  put 
weights  to  make  sufficient  traction  on  the  ureter,  until  union 
occurred.  I  would  carry  the  bladder  well  upward  to  get  the 
ureter,  as  it  can  be  carried  as  far  as  the  brim  of  the  pelvis  to 
meet  the  ureter.  If  this  cannot  be  done,  I  would  make  a 
flap  from  the  bladder,  which  Van  Hook  has  advised,  but 
which  has  not  been  carried  out  on  man.  It  seems  to  be  a 
Very  practical  method  of  lengthening  the  ureter.  He  cuts  a 
long  slit-flap  from  the  bladder,  which  is  turned  over  and  con- 
verted into  a  tube,  which  is  sewed  together,  and  then  united 
to  the  lower  end  of  the  ureter. 

So  far  as  loosening  the  ureter  is  concerned,  Dr.  Noble  is 
right.  I  make  short  incisions  along  the  ureter,  similar  to  the 
short  slashes  we  make  in  plain  areas  of  tissue  to  relieve  tension, 
instead  of  long  incisions.  But  above  the  brim  of  the  pelvis 
there  is  not  so  much  necessity  for  that.  The  peritoneum 
will  pull  down;  if  you  loosen  the  kidney  and  pull  down,  and 
you  are  careful,  you  can  draw  it  down  without  cutting  through 
the  peritoneum.  Cut  through  the  connective  tissue  on  the 
outer  side,  and  not  throuah  the  serous  coat  itself. 


PERSONAL  EXPERIENCE  IN  OPERATIONS  UPON 
DIABETIC  PATIENTS 


By  Charles  P,  Noble,  M.D., 
Philadelphia. 


Diabetes  mellitus  being  a  comparatively  rare  disease 
individual  surgeons  do  not  have  the  opportunity  of  acquir- 
ing a  considerable  experience  in  operating  upon  patients 
suffering  from  this  malady  as  a  complication  to  their 
surgical  diseases.  I  have  had  the  opportunity  of  operating 
upon  seven  women  suffering  from  diabetes  mellitus,  and 
shall  present  the  history  of  these  patients,  together  with 
such  cases  as  it  has  been  feasible  to  gather  from  the  liter- 
ature, for  your  consideration.  The  chief  object  of  this 
paper  is  to  elicit  discussion  on  the  general  question  of  the 
influence  which  diabetes  has  upon  the  course  and  result  of 
operations.  There  is  a  general  impression  prevailing  in  the 
profession  that  diabetes  is  one  of  the  gravest  complications 
to  be  met  with  by  the  surgeon,  and  that  operation  should 
be  avoided  upon  diabetics.  It  is  widely  believed  that  the 
healing  process  in  wounds  in  diabetics  is  markedly  inter- 
fered with,  and  that  the  sloughing  rather  than  the  healing 
of  wounds  is  to  be  expected.  It  seems  probable  that  this 
view  has  its  origin  in  the  fact  that  in  the  past  a  large  pro- 
portion of  operations  upon  diabetics  have  been  done  for 
diabetic  gangrene.  It  is  hardly  necessary  to  point  out  that 
the  course  of  operation  wounds  in  such  subjects  is  not  a 
fair  criterion  to  estimate  the  healing  process  in  wounds  in 
diabetics  in  general,  as  the  nutrition  and  blood  supply  of 
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such  patients  is  profoundly  altered.  Of  the  7  patients 
operated  upon  by  myself,  6  made  good  recoveries  and  1 
died  of  diabetic  coma.  In  the  6  remaining  cases  the  heal- 
ing of  the  wounds  and  the  general  progress  of  the  patients 
toward  recovery  were  not  different  from  that  in  patients 
not  the  subject  of  glycosuria. 

In  looking  up  the  literature  of  the  subject  I  have  been 
able  to  add  to  my  own  list  62  cases  of  operations  upon 
diabetics,  upon  those  organs  of  the  body  which  are  the 
special  field  of  the  gynecologist  and  abdominal  surgeon, 
making  a  total  of  69  cases.  Of  the  62,  there  were  14 
operations  upon  the  female  breast,  31  operations  upon  the 
female  generative  organs,  and  17  abdominal  operations 
other  than  on  the  generative  organs.  Of  the  69  patients, 
52  recovered  and  17  died — a  mortality  of  24  per  cent.  Of 
the  17  deaths,  1  was  from  erysipelas,  2  were  from  sepsis, 
5  from  causes  not  stated,  and  9  from  coma.  A  careful 
reading  of  the  reported  cases  would  indicate  that  the  pro- 
portion of  deaths  from  other  causes  than  coma  was  not 
extremely  high.  The  chief  cause  of  death  after  operations 
upon  diabetics  is  coma,  and  apparently  this  result  is  the  one 
which  it  is  least  possible  to  guard  against. 

My  first  operation  upon  a  diabetic  was  an  accident.  The 
urine  from  two  patients  to  be  operated  upon  the  same  day 
was  mixed  in  the  laboratory.  The  supposed  diabetic  was 
refused  operation,  and  the  patient  supposed  to  have  normal 
urine  was  operated  upon.  The  error  was  not  recognized 
until  the  following  day.  This  patient  made  a  good  recovery 
from  the  operation  (the  removal  of  the  breast)  except  that 
there  was  suppuration  in  the  axilla,  due  to  a  sponge  left 
high  up  in  the  axilla.  The  favorable  course  of  this  case 
was  a  factor  in  inducing  me  to  operate  upon  the  subsequent 
cases. 
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The  rule  which  I  have  followed  has  been  to  postpone 
operation  if  more  than  2  per  cent,  of  sugar  were  present  in 
a  total  excretion  of  three  pints  per  day.  In  all  cases  pre- 
liminary treatment  by  diet  and  the  administration  of  codein 
and  strychnin  has  been  followed.  After  operation  mor- 
phin,  codein,  and  strychnin  have  been  administered,  salt 
solution  has  been  freely  administered  per  rectum  and  by 
hypodermoclysis,  and  the  diet  has  been  strictly  regu- 
lated. Several  diabetics  in  whom  the  indication  for  plastic 
operation  was  not  well  marked  have  been  advised  against 
operation.  On  the  other  hand,  where  the  indication  for 
operation  was  marked,  it  has  been  advised,  and  at  the  same 
time  the  risk  from  the  possible  occurrence  of  diabetic  coma 
has  been  pointed  out.  The  study  of  the  literature  as  a 
preparation  for  the  writing  of  this  paper  has  not  altered 
my  opinion  as  to  the  wisdom  of  this  guide  to  practice. 

When  the  routine  examination  of  the  urine  as  a  pre- 
liminary to  operation  is  followed,  operation  upon  patients 
suffering  from  unrecognized  diabetes  can  be  avoided. 
Careful  preliminary  dietetic  and  medicinal  treatment 
strongly  commends  itself  upon  theoretical  grounds,  although 
the  reported  cases  in  the  tables  in  which  this  point  is  brought 
out  do  not  indicate  that  diabetic  coma  occurred  less  fre- 
quently in  patients  submitted  to  preliminary  treatment 
than  in  those  not  so  treated.  The  contraindication  to 
operation  is  strongest  in  those  patients  suffering  markedly 
from  the  constitutional  symptoms  of  diabetes — poor  nutri- 
tion, wasting,  intense  thirst,  and  morbid  appetite. 
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Dr.  Joseph  Taber  Johnson. — I  have  had  no  experience  in 
operating  on  diabetic  patients,  but  I  have  postponed  several 
operations  on  patients  who  were  known  to  have  diabetes, 
whoin  I  really  thought  at  the  time  would  have  stood  operation 
fairly  well.  The  operations  were  urgently  demanded,  but 
other  members  of  the  hospital  staff  and  the  microscopist  voted 
against  it.  I  do  not  know  the  subsequent  history  of  those 
patients;  but  in  view  of  what  Dr.  Noble  has  said,  if  I  had  the 
same  experience  again  I  should  operate  on  similar  cases. 

Dr.  Philander  A.  Harris. — I  have  postponed  or  aban- 
doned operation  in  two  instances  on  account  of  glycosuria. 
In  another  case  there  was  a  sharp  reaction  under  Fehling's 
test.  I  performed  a  vaginal  hysterectomy.  The  woman  looked 
well  for  twenty-two  hours,  when  the  pulse  began  to  rise. 
At  the  end  of  twenty-four  hours  the  pulse  was  130;  thirty-six 
hours  after  the  operation  the  pulse  was  between  140  and  150, 
while  the  temperature  was  only  then  beginning  to  rise.  The 
patient  died  of  sepsis  two  and  a  half  days  after  operation. 
To  what  extent  the  condition  causing  sugar  in  the  urine  was 
a  factor  in  the  production  of  death  I  do  not  know. 


NOTE    ON   THE    OCCURRENCE   OF   GALLSTONES 
IN  INSANE  WOMEN. 


By  W.  p.  Manton,  M.D., 
Detroit,  Mich. 


The  theory  that  gallstone  disease  is  more  prevalent 
among  certain  classes  and  under  certain  environment 
should  find  corroborative  evidence  in  the  instance  of  the 
insane.  The  congregating  of  large  numbers  of  patients 
in  our  State  asylums  inclines  to  bodily  inactivity  of  the 
individual,  and  thus  favors  the  stagnation  of  the  bile 
current,  while  a  large  proportion  of  the  population  of  these 
institutions  is  incapacitated  from  continuous  and  energetic 
labor  on  account  of  the  mental  sickness  with  which  the 
patients  are  afflicted.  At  the  Eastern  Michigan  Asylum 
only  45  per  cent,  of  the  female  inmates  are  regularly 
employed. 

Moreover,  if  mental  activity,  whether  normally  or  ab- 
mally  directed,  together  with  sedentary  habits,  are  further 
predisposing  conditions  to  the  formation  of  gallstones,  as 
pointed  out  by  Frerichs,  and  obesity  and  diet  are  also 
contributor}^,  as  mentioned  by  Harley,  we  have  in  the  life- 
history  of  the  asylum  patient  a  combination  of  those  con- 
ditions which  are  supposed  to  be  the  most  active  causative 
factors  in  the  production  of  biliary  calculi. 

Unfortunately  for  statistical  purposes,  while  it  is  proved 
that  the  insane  are  pecuharly  liable  to  cholelithiasis, 
symptoms  of  the  disorder  are  rarely  manifested  during 
life,  so  that  the  frequency  of  the  condition  among  this 
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class  of  patients  can  only  be  determined  by  the  findings 
after  death. 

During  the  past  fifteen  years  hundreds  of  insane  women 
have  passed  under  the  writer's  observation,  and  yet  in 
only  three  instances  have  gallstones  been  met  with  in  the 
living  subject. 

Although,  as  just  mentioned,  it  is  generally  assumed 
that  gallstone  disease  is  common  in  the  insane,  as  far  as 
I  am  aware  no  one  in  this  country  has  as  yet  taken  the 
trouble  to  ascertain  the  frequency  of  the  disorder  among 
the  inmates  of  our  institutions.  In  England,  Beadles 
published  a  paper  in  1892  dealing  with  the  occurrence  of 
gallstones  in  the  insane,  and  in  1896,  Simpson,  of  the  West 
Riding  Asylum  contributed  an  elaborate  paper  on  the 
same  subject,  while  in  Germany,  Riedel  appears  to  be  the 
only  one  who  has  undertaken  systematic  work  along  this 
line. 

My  own  investigations,  begun  about  five  years  ago,  have 
been  greatly  handicapped  and  have  proved  far  from  satis- 
factory, on  account  of  the  difficulty  in  obtaining  from  the 
family  and  friends  of  deceased  patients  permission  for 
holding  postmortem  examinations  —  superstition,  indif- 
ference, or  fear  of  mutilation,  in  the  minds  of  the  middle 
and  lower  classes,  overbalancing  every  argument  that  may 
be  brought  to  bear.  The  obstacles  opposed  by  ignorance 
to  the  advancement  of  knowledge  have  always  proved  a 
source  of  hinderance  and  delay  in  the  acquisition  of  useful 
information,  and  satisfactory  work  in  our  State  institutions 
cannot  be  carried  out  until  legislative  enactment  places 
the  bodies  of  those  dying  while  under  State  charge  in  the 
control  of  the  asylum  authorities.  It  is  no  more  than 
just  that  patients  who  have  been  under  the  expense  of 
the  State,  perhaps  for  a  long  period  of  years,  should  after 
death  at  least  furnish  some  compensation  for  their  main- 
tenance and  care  during  life  for  the  benefit  of  science  and 
the  living.     On  account  of  the  limited  material  at  my 
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disposal  at  the  present  time,  the  following  notes  are  offered 
merely  as  a  slight  contribution  to  the  subject,  preliminary 
to  a  more  extended  discussion  at  some  future  day. 

From  January,  1897,  to  January,  1903,  a  period  of  six 
years,  133  female  patients  died  at  the  Eastern  Michigan 
Asylum  for  the  Insane.  Of  this  number  necropsies,  in 
which  the  abdomen  was  opened,  were  made  in  23  instances, 
17.29  per  cent.  Gallstones  were  found  in  these  23  subjects 
six  times,  or  in  a  little  over  26  per  cent,  of  those  examined. 
The  ages  of  the  patients  varied  between  twenty-two  and 
sixty-five  years,  five  of  the  number  being  over  thirty. 
Only  two  of  the  women  had  been  pregnant,  one  having 
had  two  children,  the  other  six.  The  deaths  occurred  in 
February,  June,  July,  August,  October,  and  December, 
and  were  due  to  tuberculosis,  infective  cholangitis,  ulcer 
of  duodenum,  carcinoma  of  liver,  syphilis,  and  nephritis.^ 

Beadles  found  at  autopsies  performed  at  the  Highgate 
Infirmary  the  presence  of  gallstones  in  from  10  to  12  per 
cent,  of  the  cases  examined;  at  the  West  Riding  Asylum, 
Simpson  places  the  percentage  of  gallstone  disease  at 
20  per  cent.,  while  at  post-mortems  on  female  patients 
from  the  Jena  Asylum,  Riedel  found  biliary  calculi  present 
in  18  per  cent.  Comparing  my  own  observations  with 
those  of  the  investigators  just  mentioned,  it  appears  that 
the  frequency  of  gallstone  disease  in  insane  women  at  the 
Eastern  Michigan  Asylum  is  considerably  in  excess  of  that 
recorded  for  similar  institutions  in  other  countries,  but  it 
is  quite  possible  that  the  difference  in  the  prevalence  of 
the  condition  is  more  apparent  than  real,  and  that  with  a 
larger  material  the  variance  in  numbers  would  not  be  as 
marked. 

*  I  am  under  obligation  to  Dr.  Jason  Morse,  Assistant  Superinten- 
dent of  the  Eastern  Michigan  Asylum,  for  much  assistance  in  the  way 
of  statistical  information. 


TIMELY  OPERATION  IN  PRIMARY  APPENDICITIS. 


By  William  H.  Wathen,  M.D., 

Louisville,  Ky. 


The  question  I  wish  to  emphasize  is  that  every  primary 
case  of  appendicitis  should  be  operated  upon  timely — that 
is,  before  the  disease  has  extended  beyond  the  appendix, 
or  complications  have  arisen. 

Of  the  appendix,  I  will  speak  in  a  general  way.  It  is 
covered  with  peritoneum,  except  upon  its  mesenteric  part, 
and  may  be  from  a  half-inch  to  twelve  inches  long,  but  is 
usually  three  or  four  inches  long.  It  may  lie  downward, 
inward,  outward,  or  upward;  but  there  may  be  cases 
where  the  appendix  has  no  peritoneal  covering,  being 
turned  under  the  cecum,  lying  between  the  bowel  and  the 
posterior  wall,  as  in  a  case  I  operated  upon  a  few  days 
ago. 

The  appendix  enters  the  cecum  at  the  bottom  of  the 
posterior  longitudinal  muscular  band  of  the  ascending 
colon,  just  below  and  behind  the  ileocecal  union.  It  is 
usually  composed  of  four  coats — serous,  muscular,  sub- 
mucous and  mucous — the  two  inner  coats  containing 
numerous  lymphoid  cells  in  delicate,  retiform  connective 
tissue,  sometimes  developed  as  in  the  Peyer's  patches  in 
the  ileum;  also  solitary  glands,  and  glands  of  Lieberkiihn. 
It  will  thus  be  seen  the  similarity  of  tissues  in  the  appendix 
and  the  ileum,  where  we  have  the  agminated  glands,  com- 
posed of  lymphoid  tissue,  situated  in  the  bowel  wall  opposite 
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the  mesenteric  attachment,  and  are  larger  and  more  abun- 
dant near  the  lower  part  of  the  ileum.  The  lymphoid  tissue 
is  better  developed  in  young  persons,  in  both  the  ileum 
and  the  appendix;  hence  typhoid  fever  and  appendicitis 
are  relatively  less  frequent  in  old  age.  It  is  a  clinical  fact 
that  appendicitis  may  result  from  typhoid  infection  of  the 
Peyer's  glands,  and  that  we  may  have,  in  each  disease, 
ulceration,  necrosis,  or  gangrene,  with  perforation.  There 
is  such  an  intimate  lymphatic  supply  that  it  is  possible 
the  infection  in  typhoid  fever  may  be  directly  conveyed 
to  the  appendix  through  these  channels,  or  it  may  be  con- 
veyed through  the  ileocecal  opening  into  the  cecum,  and 
then  enter  the  appendix.  The  appendix  becomes  rela- 
tively more  frequently  ulcerated  and  gangrenous  and 
perforated  than  does  the  ileum  in  typhoid  fever,  because 
of  relatively  less  abundant  blood  and  nerve  supply,  and  an 
imperfect  capacity  for  drainage,  which  may  be  increased 
by  the  hypertrophy  of  the  lymphoid  tissue.  Each  of  the 
pathogenic  germs  causing  appendicitis  may  be  modified 
in  its  virulence  by  the  environments,  the  same  germ  at  one 
time  causing  a  mild  form  of  the  disease,  and  again  a  fatal 
form.  The  germs  found  in  appendicitis  are  the  strepto- 
coccus, the  colon  bacillus,  the  staphylococcus,  and  the 
lanceolatus ;  but  these  germs  may  be  in  the  appendix  and 
cause  no  pathologic  condition,  and  only  do  so  when 
some  contributing  cause  impairs  the  normal  resistance  of 
the  tissues — the  germs  then  becoming  pathogenic  and 
destructive. 

The  diameter  of  the  cavity  of  the  appendix  is  usually 
smaller  near  the  cecal  attachment,  which  may  be  partially 
caused  by  the  valve  formed  by  folds  of  the  mucous  and 
lymphoid  tissues.  So  long  as  the  drainage  of  the  appendix 
is  not  obstructed,  there  will  probably  be  no  inflamma- 
tion, or  only  a  mild  catarrhal  variety ;  but  when  drainage 
is  partially  or  wholly  obstructed,  destructive  processes 
may  follow,   demanding   immediate   attention,  the  germ 
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often  becoming  so  virulent  as  to  require  the  removal 
of  the  appendix  before  the  end  of  thirty-six  hours,  to 
prevent  ulceration,  necrosis,  and  gangrene,  which  may- 
cause  death  with  or  without  an  operation.  It  is  impossible 
to  tell  the  degree  of  stricture  of  the  appendix,  or  when 
conditions  exist  to  make  the  operation  dangerous  or  neces- 
sarily fatal,  but  we  know  that  in  these  cases  a  timely 
operation  may  save  the  patient's  life.  It  is  true  that  we 
cannot  always  positively  diagnose  appendicitis,  but  if  the 
appendix  is  not  diseased  an  experienced  surgeon  will, 
with  few  exceptions,  find  a  condition  that  requires  surgical 
treatment — such  as  hernia  caused  by  fibrous  bands  and 
adhesions,  in  omental  rupture,  in  the  opening  of  an  ad- 
herent Meckel's  diverticulum ;  or  volvulus,  intussusception, 
malignant  or  tuberculous  disease  of  the  ileocecal  junction, 
obstructed  ureter,  suppuration  of  the  kidney  or  its  pelvis, 
enlarged  gall-bladder,  impacted  gallstones  in  the  ileocecal 
region,  pyosalpinx,  pelvic  abscess,  etc.;  and  if  perchance 
absolute  error  in  diagnosis  of  any  diseased  condition  does 
occur,  the  patient  will  recover  and,  if  the  appendix  is 
removed,  will  be  rid  of  a  structure  that  may  become  an 
offending  remnant.  I  therefore  believe  that  every  case 
of  primary  appendicitis  should  be  operated  up'on  if  seen 
timely,  and  there  are  no  positive  contraindications  showing 
great  danger  of  performing  any  capital  operation  on  the 
patient,  presupposing  that  the  operator  is  an  experienced 
abdominal  surgeon.  If  this  principle  is  observed  there 
should  be  practically  no  mortality,  as  is  shown  by  the 
surgeons  here  and  abroad  who  have  done  the  most  of  this 
work,  the  mortality  being  in  neglected  cases,  where  the 
danger  to  vital  parts  was  so  great  that  death  was  inevitable 
by  any  method  of  treatment.  It  is  true  that  many  cases 
will  apparently  recover,  but  the  disease  will  often  recur, 
because  the  appendix  may  become  strictured  or  dia- 
phragmed  so  as  to  interfere  with  or  obstruct  drainage, 
which  has  been  positively  proven  by  examining  appen- 
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dices  that  have  been  dilated  with  and  preserved  in 
alcohol. 

The  condition  is  in  a  degree  similar  to  a  stricture d 
urethra,  and  we  know  the  results  in  such  cases  when 
neglected  or  improperly  treated.  It  may  be  contended 
that  it  is  best  to  operate  between  the  attacks,  and  the 
mortality  will  then  be  lower.  I  do  not  believe  this  to 
be  true  where  we  operate  timely  during  the  first  attack, 
and  I  would  ask  how  are  we  to  know  that  any  patient 
will  recover  from  an  attack  so  as  to  be  operated  upon  in 
the  interval?  The  profession  will  be  forced  by  results  to 
recognize  that  appendicitis  is  not  cured  by  medical  treat- 
ment, and  that  surgery  is  the  only  rational  treatment. 
In  the  acute  stage,  purgation  is  contraindicated,  but  the 
contents  of  the  stomach  should  be  removed  by  the  pump 
and  no  food  or  liquid  given.  If  possible,  avoid  opiates. 
The  lower  bowel  may  be  unloaded  by  an  enema.  There 
have  been  many  disastrous  results  caused  by  purgation 
and  food,  and  there  is  no  disease  in  which  excessive  .peri- 
stalsis is  more  harmful,  but  an  opiate  so  modifies  the 
symptoms  as  to  prevent  our  getting  a  correct  idea  of  the 
actual  condition.  Although  it  may  occasionally  be  indi- 
cated, it  is  not  directly  curative,  and  should  if  possible  be 
avoided. 

While  most  of  my  cases  of  appendicitis  operated  on 
with  gangrene,  necrosis,  perforation,  or  suppuration  re- 
cover, the  recovery  is  protracted  and  adhesions  are  left, 
but  my  cases  operated  upon  timely,  before  these  condi- 
tions appear,  usually  recover  without  complications.  While 
the  prognosis  is  less  encouraging  in  operations  between  the 
attacks,  it  is  better  to  operate  at  this  time  than  during 
a  recurrent  attack,  for  we  cannot  anticipate  conditions 
that  have  developed  to  complicate  the  operation.  As 
nearly  all  cases  of  appendicitis  are  first  seen  by  the  general 
practitioner,  many  lives  may  be  saved  by  prompt  con- 
sultation with  one  who  is  practically  familiar   with   the 
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correct  technic  for  the  removal  of  the  appendix  or  any 
comphcation  that  may  have  arisen. 

It  can  no  longer  be  claimed  that  the  amelioration  of 
symptoms  in  acute  appendicitis  usually  contraindicate 
surgical  interference,  for  dangerous  pathologic  changes 
may  progress  rapidly  under  apparently  favorable  con- 
ditions, which  cannot  be  positively  known  until  the  abdo- 
men is  opened.  The  pulse  and  temperature  may  often 
give  no  evidence  of  impending  danger  until  complications 
have  developed  beyond  the  control  of  the  physician  and 
surgeon.  The  physician  may  say  that  a  patient  had 
appendicitis  and  entirely  recovered  without  operation. 
How  do  we  know  that  he  had  appendicitis,  or  that  he  got 
well?  It  was  shown  by  Dr.  Abbe,  in  the  pathologic  exhibit 
at  Saratoga  in  June,  1902,  that  every  appendix  in  which 
the  inflammation  involves  its  deeper  structure  will  have 
one  or  more  strictures.  The  case  may  have  been  one  of 
so-called  catarrhal  appendicitis.  Whenever  it  involves  the 
mucosa  deeply,  you  will  finally  have  a  stricture.  We  do 
not  know  how  great  the  constriction  is,  or  when  it  may 
become  greater,  with  obstruction  to  drainage  and  recurrence 
of  the  disease.  We  know  of  patients  having  appendicitis 
ten  to  twenty  years  after  the  first  diagnosis.  I  do  not  speak 
of  those  cases  incorrectly  diagnosed  appendicitis.  We 
must  first  make  the  diagnosis,  and  when  we  are  agreed  that 
it  is  appendicitis  the  case  should  be  operated  upon  before 
further  involvement,  because  we  then  make  a  permanent 
cure,  and  there  need  be  no  complications  if  the  surgeon 
understands  the  correct  technic  in  these  operations. 

In  the  near  future  it  will  be  the  universal  opinion  that 
every  case  diagnosed  before  the  appendix  is  too  greatly 
injured  should  be  promptly  operated  on.  Five  years  ago 
there  were  more  surgeons  opposed  to  the  primary  operation 
than  there  are  physicians  opposed  to  it  to-day.  There  is 
no  surgeon  to-day  who  opposes  it,  and  many  physicians 
who  were  earnest  in  their  opposition  five  years  ago  are 
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now  positively  in  favor  of  the  operation.  Osier,  Tyson, 
Anders,  and  nearly  all  authorities  in  medicine  and  clinical 
medicine,  class  the  disease  as  sm-gical.  How  are  we  to 
treat  appendicitis  if  not  surgically?  I  do  not  know  how. 
Empty  the  stomach  and  give  no  liquids  or  food ;  no  pur- 
gation, but  an  enema.  Hot  or  cold  applications  may  do 
no  harm,  and  do  no  good.  We  may  be  compelled  in  some 
cases  to  give  opiates  if  we  do  not  operate.  But  if  you  are 
an  experienced  physician  or  surgeon,  and  consider  these 
cases  carefully,  you  will  seldom  make  a  mistake  in  saying 
that  appendicitis  should  be  operated  upon  timely.  My 
serious  results  have  arisen  from  delay,  or  in  serious  cases 
simulating  appendicitis. 

A  few  days  ago  I  was  telephoned  by  a  doctor  at  9  a.m., 
saying,  "I  have  another  case  of  appendicitis."  It  began 
suddenly,  no  previous  attack,  in  a  boy,  aged  ten  years. 
He  was  ordered  sent  to  the  hospital.  The  father  was  not 
at  home,  but  he  called  me  by  telephone  at  7  p.m.,  and 
said  he  would  send  the  boy  next  morning.  He  reached 
the  hospital  about  9  a.m.  the  next  day  in  a  state  of  collapse. 
He  had  no  radial  pulse,  and  there  was  but  little  hope  of 
positive  relief,  but  I  gave  him  the  one  chance.  The  abdo- 
men was  full  of  bloody  serum,  and  ten  feet  of  the  ileum 
gangrenous.  The  appendix  was  normal.  Meckel's  diver- 
ticulum as  large  as  my  finger,  and  about  as  long,  was 
attached  at  the  distal  end  to  the  mesentery  near  the  ileo- 
cecal junction,  and  through  the  opening  thus  formed  the 
ileum  and  mesentery  had  passed  and  become  strangulated. 
I  did  not  believe  this  was  appendicitis,  and  so  expressed 
myself  before  seeing  the  patient,  the  doctor  having  given  the 
symptoms  by  telephone.  I  was  recently  called  by  another 
doctor  in  a  case,  and  carefully  examined  the  man.  He 
had  a  pulse  of  75,  temperature  normal;  was  vomiting 
liquid  as  clear  as  water.  I  said  that  he  would  be  vomiting 
fecal  matter  in  less  than  twenty-four  hours.  This  was  at 
4  P.M.,  and  at  1.30  a.m.  he  was  vomiting  fecal  matter. 
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He  was  sent  to  the  hospital  and  an  extensive  intussus- 
ception was  found  in  the  ileocecal  junction.  The  man 
recovered.  Twenty-four  hours  later  he  might  have  been 
dead.  So  I  say  that  even  if  we  cannot  always  diagnose 
appendicitis,  we  can  find  some  condition  that  demands 
the  attention  of  the  surgeon. 

But  you  may  ask  the  pertinent  question,  "What  shall 
we  do  when  the  case  has  gone  beyond  the  primary  and 
timely  stage?"  This  is  a  serious  question,  about  which 
there  is  no  consensus  of  opinion.  I  believe  in  many  of 
these  cases  we  get  better  results  by  waiting  until  the 
abscess  is  walled  off  so  we  can  open  it  and  drain.  I  saw 
a  case  operated  on  the  other  day  by  one  of  our  young 
surgeons.  The  appendix  had  sloughed  off,  and  was  gan- 
grenous in  its  entirety.  Adhesions  were  not  sufficiently 
formed  to  prevent  leaking  into  the  peritoneum.  The 
patient  died  within  three  days.  Had  she  not  been  oper- 
ated on  until  later,  she  might  have  recovered.  What 
caused  the  gangrene  in  this  patient?  She  had  appendi- 
citis for  four  or  five  days  before  I  saw  her,  and  the  doctor 
had  given  her  large  quantities  of  purgatives,  including  a 
dose  of  croton  oil.  So  evidently  intense  peristalsis  encour- 
aged the  sloughing  of  the  appendix.  If  a  pus-cavity  is 
well  protected  by  surrounding  wall,  we  may  operate;  if 
not,  delay  may  show  better  judgment,  and  afterward, 
when  the  acute  symptom.s  have  subsided,  operate  and  do 
not  let  our  patient  go  to  another  attack. 

In  many  cases  of  inflammator}-  or  purulent  condition 
in  the  pelvis,  I  have  found  inflammation  of  the  appendix, 
but  usually  no  necrosis,  gangrene,  perforation,  or  pus- 
formation,  the  appendix  being  adherent,  often  constricted 
and  tortuous,  caused  by  adhesive  bands,  with  so-called 
catarrhal  involvement. 

In  most  of  these  cases  the  appendix  was  long  and  the 
end  was  lying  in  the  pelvic  cavity,  and  while  the  separa- 
tion of  the  adhesions  may  have  cured  the  patient,  I  have 
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felt  it  wise  to  remove  the  appendix,  as  its  removal  adds 
but  little  to  the  danger  of  the  operation,  and  does  away 
with  conditions  that  may  finally  cause  serious  trouble. 
From  ni}^  experience  and  from  the  literature  on  the  subject, 
I  believe  that  in  cases  of  pelvic  abscess  with  suppurative 
appendicitis,  the  latter  disease  usually  causes  the  former, 
for  there  are  cases  where  in  suppurative  appendicitis  the 
pus  goes  into  the  pelvis,  and  may  be  removed  by  vaginal 
incision.  I  have  recently  operated  upon  eight  cases,  for 
single  or  double  tubo-ovarian  abscess,  or  single  or  double 
pyosalpinx  with  appendicial  involvement,  the  disease  of 
the  appendix  having  been  communicated  from  the  pelvic 
structures,  but  caused  neither  necrosis,  perforation,  gan- 
grene, nor  pus. 

Then,  while  appendicitis  is  not  often  a  direct  cause  of 
pyosalpinx  or  ovarian  abscess,  these  conditions  may  result 
from  contiguous  relation  with  pus-formation  in  the  pelvic 
peritoneum  following  appendicial  abscess.  But  an  appen- 
dicial abscess  may  involve  the  pelvis  and  cause  no  abscess 
of  ovary  or  tube,  as  the  following  case  illustrates: 

I  was  called  in  consultation  to  see  Mrs.  B.,  with  an  acute 
attack  of  appendicitis.  She  had  all  the  symptoms  of 
appendicitis,  was  in  collapse,  with  a  feeble  pulse  of  140, 
temperature  104°  F.  She  had  the  cold,  clammy  perspira- 
tion we  have  in  collapse  or  in  sepsis.  Feeling  that  an 
operation  at  this  time  was  contraindicated,  we  gave  her  a 
hypodermic  of  morphin,  one-fourth  grain,  and  strychnin, 
one-twentieth  grain.  She  was  much  improved  in  a  few 
hours,  was  removed  to  the  hospital,  and  within  twenty- 
four  hours  her  pulse  and  temperature  were  nearly  normal 
and  remained  so  for  four  days,  during  which  time  she 
suffered  but  little  pain.  On  the  fifth  day  she  felt  intense 
pain  and  pressure  in  the  pelvis,  interfering  greatly  with 
the  rectum  and  bladder.  Her  temperature  was  now  104°  F., 
and  pulse  120,  but  of  good  volume.  The  pelvis  was  filled 
with  pus,  and  through  an  incision  in  the  posterior  vaginal 


WILLIAM  H.   WATBEN.  255 

fornix  there  was  discharged  a  quart  of  pus  of  intense  fecal 
odor,  containing  a  concretion  three-eighths  of  an  inch  in 
diameter.  Her  pulse  and  temperature  were  normal  next 
day,  and  she  made  a  prompt  recovery,  and  from  careful 
examinations  I  am  certain  there  had  been  no  abscess  in 
the  tubes  or  ovaries,  and  she  has  had  no  symptoms  of 
pelvic  trouble  since.  I  consider  it  our  duty  in  every 
operation  for  disease  of  the  right  pelvis,  to  carefully  examine 
the  appendix,  and  it  is  also  best  to  do  so  in  abdominal 
sections  for  any  pathologic  condition. 


REPORT  OF  A  CASE  OF  TUBERCULAR  PYELO- 
NEPHRITIS, URETERITIS,  AND  CYSTITIS; 
WEIGHT  OF  KIDNEY  AFTER  REMOVAL 
EIGHTEEN  AND  ONE -HALF 
OUNCES. 


By  W.  L    Burrage,  M.D., 
Boston,  Mass. 


This  case  of  colon  bacillus  infection  of  a  tubercular 
pyelonephritis  is  reported  because  it  shows  absence  of 
symptoms  (excepting  one  attack  of  pain  in  the  region  of 
the  kidney  one  year  previously)  until  a  few  months  before 
the  time  when  the  general  health  was  seriously  impaired. 
Then  the  symptoms  were  those  of  cystitis  alone.  The 
case  also  shows  how  the  kidney,  converted  into  a  very 
large  sac  containing  thick  pus  and  shreds  of  broken-down 
tissue,  was  successfully  drained  for  many  months  through 
the  ureter.  And  finally  it  demonstrates  that  the  lower 
ureter,  enlarged  and  indurated  by  mfective  inflammation 
from  the  kidney,  may  regain  its  normal  size  and  consistency 
within  two  weeks  after  the  source  of  infection  has  been 
removed;  therefore,  in  all  probability,  doing  away  with 
the  necessity  for  removing  the  entire  ureter  in  similar 
cases. 

Miss  C.  A.  B.,  aged  forty-four  years,  was  seen  for  the 
first  time  with  Dr.  C.  E.  Holton,  of  Bernardston,  Mass., 
January  30, 1903.  The  patient  was  a  teacher  by  profession. 
One  grandmother  and  one  grandfather  died  of  phthisis; 
mother  and  father  of  heart  disease.     One  brother  and  one 
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sister  strong  and  well.  She  was  always  well  up  to  a  year 
ago,  when  she  had  severe  pain  in  the  region  of  the  right 
kidney,  and  was  treated  for  renal  colic. 

Catamenia  regular,  of  five  to  seven  days'  duration,  rather 
profuse,  some  discomfort  the  first  day.  She  spent  last 
summer  abroad  on  a  pleasure  trip.  She  was  well  and  of 
normal  weight,  112 J  pounds.  The  latter  part  of  Sep- 
tember, 1902,  she  began  to  have  frequency  of  micturition, 
and  in  October  dysuria.  She  went  to  New  Jersey  in  Oc- 
tober, and  there  suffered  from  frequent  and  painful  mictu- 
rition. She  returned  to  Massachusetts  the  end  of  Novem- 
ber. At  that  time  micturition  was  every  hour  and  a  half 
by  day,  and  once  or  twice  at  night.  Urine  cloudy;  not 
bloody  at  any  time.  In  December  the  frequency  increased. 
Urine  at  times  cloudy  and  at  other  times  clear.  Since 
December  loss  of  strength  and  flesh,  an  evening  temper- 
ature of  101°  F.;  poor  appetite;  slight  pain  in  right  groin; 
slight  cough;  a  thick  mucoid  vaginal  discharge;  urine  at 
times  loaded  with  foul  pus  and  at  others  clear  and  free 
from  odor. 

Examination  showed  a  well-developed,  poorly  nourished 
woman  of  above  the  average  height,  dark  complexion, 
hair  tinged  with  gray,  color  of  skin  a  brownish-yellow, 
pulse  small  and  wiry.  Lungs  negative.  The  right  side 
of  the  thin-walled  abdomen  was  occupied  by  a  large  kidney- 
shaped  mass  extending  two  fingers'  breadth  below  the 
level  of  the  umbilicus  and  upward  to  the  edge  of  the  ribs. 
The  mass  filled  the  right  flank,  was  hard,  non-sensitive 
on  deep  pressure,  and  not  movable.  The  edge  of  the  liver, 
slightly  below  its  normal  situation,  could  be  palpated 
distinctly.  The  right  ureter,  indurated,  half  a  centimeter 
in  diameter  by  estimate,  and  slightly  tender,  could  be  dis- 
tinctly palpated  in  its  vaginal  course.  The  left  kidney, 
twice  the  normal  size,  was  displaced  so  that  its  upper 
pole  came  below  the  edge  of  the  ribs.  It  was  not  sensitive 
to  pressure.     Left  ureter  not  to  be  felt.     Uterus  rather 
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large  and  well  placed,  os  patulous  and  emitting  a  glairy 
mucoid  discharge.  Ovarian  regions  negative.  Cystoscopy 
showed  the  urethra  slightly  reddened,  bladder  walls  ulcer- 
ated in  patches  about  the  posterior  and  inferior  zones. 
Ureters  not  catheterized  because  of  danger  of  carrying 
infection  from  the  bladder. 

Smears  were  made  from  pus  on  the  bladder  wall  and  sub- 
mitted, with  a  specimen  of  urine,  to  Dr.  Henry  J.  Perry,  As- 
sistant in  Bacteriology  at  the  Harvard  Medical  School.  He 
reported  that  he  found  one  or  two  tubercle  bacilli.  After 
inoculating  guinea-pigs  with  the  urinary  sediment  char- 
acteristic lesions  of  tuberculosis  developed  in  the  guinea- 
pigs,  and  tubercle  bacilli  were  found  in  the  lesions.  Four 
guinea-pigs  were  inoculated  with  two  different  specimens 
of  urine,  and  positive  results  were  obtained  in  all  four. 

February  3d,  the  patient  had  severe  pain  in  the  tumor, 
followed  by  a  temperature  of  105°  F.  and  a  diminution  in 
the  amount  of  urine  passed.  In  five  hours  the  temperature 
had  fallen  to  101°  F.,  and  there  was  passed  by  the  urethra 
a  plug  of  tissue  the  size  of  a  two-grain  capsule,  with  a  large 
quantity  of  foul  pus. 

The  patient  entered  St.  Elizabeth's  Hospital  February 
5th,  and  was  prepared  for  operation.  The  urine  at  entrance 
presented  the  following  characteristics:  pale,  cloudy, 
strongly  acid;  specific  gravity,  1018;  albumin  |  per  cent. 
Urea  11.22  grams,  sugar  absent;  sediment  large  in 
amount,  made  up  of  pus,  and  bladder,  granular,  and  fatty 
renal  epithelium.  Under  the  influence  of  large  draughts 
of  water  the  twenty-four-hour  amount  of  urine  increased 
to  48  ounces  in  two  days.  February  9th  the  amount 
was  35  ounces,  the  urine  was  smoky,  strongly  acid,  1022, 
albumin  a  trace,  much  pus,  and  a  few  bladder  epithelium  and 
one  granular  cast  in  the  sediment.  The  patient  had  had  no 
further  pain  or  diminution  in  the  amount  of  urine.  Tem- 
perature 100°  F.  in  the  morning,  and  from  102°  to  103°  F. 
in  the  evening;  pulse  from  100  to  118. 
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Operation,  February  11th.  Nitrous  oxide  gas  and  ether 
anesthesia.  Assistance  by  Dr.  C.  H.  Hare.  Drs.  WiUiam 
Curtis  and  C.  E.  Holton  present.  Incision  in  right  Hnea 
semilunaris  from  edge  of  ribs  nearly  to  Poupart's  ligament. 
The  enormous  kidney  presented  directly  under  the  parietes, 
extending  from  the  liver  into  the  false  pelvis.  Edge  of 
liver  low  down,  covering  the  upper  pole  of  the  kidney. 
Gall-bladder  distended  and  containing  no  stones.  Left 
kidney  about  twice  normal  size,  of  normal  shape  and  con- 
sistency, movable,  so  that  it  could  be  brought  entirely 
below  the  edge  of  the  ribs.  Left  ureter  normal  to  feel. 
Appendix  not  found.  Bowels  distended  with  gas.  The 
right  kidney  was  enucleated  through  a  longitudinal  incision 
in  the  outer  border  of  the  mesocolon.  The  somewhat 
atrophied  fatty  capsule  was  opened.  The  upper  pole  of 
the  kidney  was  in  close  apposition  and  adherent  to  the 
under  surface  of  the  liver.  The  vessels  were  at  the  upper 
pole  (two  arteries)  and  were  ligated  en  masse  with  silk. 
The  ureter  left  the  pelvis  of  the  kidney  at  about  the  middle 
portion  of  its  inner  aspect.  It  was  about  one  centimeter 
in  diameter  in  its  upper  course  and  cartilaginous  and  thick- 
ened. It  was  tied  twice  three  centimeters  from  the  pelvis 
and  cut  between  the  ligatures  and  the  ends  touched  with 
pure  carbolic  acid.  The  kidney  was  delivered  without 
any  contamination  of  the  peritoneum  or  perirenal  tissues. 
There  was  very  little  hemorrhage.  About  six  centinjcters 
of  the  ureter  were  dissected  out  and  removed.  The  ureter 
was  here  about  half  a  centimeter  in  diameter  and  intimately 
adherent  to  the  vena  cava.  At  its  lower  portion  the 
ureter  showed  very  little  thickening,  and  it  seemed  unwise 
to  prolong  the  operation  for  the  sake  of  removing  more 
ureter,  as  the  patient's  condition  was  not  especially  good. 
After  a  few  oozing  vessels  had  been  ligated  the  abdominal 
wound  was  closed  in  layers  without  drainage.  The  patient 
was  then  placed  in  the  lithotomy  position  and  several 
ounces  of   fetid    pus    drawn  from  the   bladder   and    the 
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bladder  irrigated  freely  through  a  cystoscope  with  sterile 
water. 

The  patient  was  put  to  bed  in  good  condition.  Pulse 
150,  of  fair  strength.  The  kidney  weighed  eighteen  and 
one-half  ounces  before  it  was  opened.  On  laying  it  open 
it  appeared  to  be  a  sac  containing  a  large  quantity  of 
thick,  greenish-yellow  pus  having  a  foul  odor.  Unfortu- 
nately no  measurements  of  the  kidney  were  taken  before 
it  was  opened.  After  it  was  collapsed  it  measured  six 
inches  in  length  and  four  inches  in  breadth. 

The  patient  reacted  well  from  the  operation.  The  tem- 
perature remained  below  100°  F.  until  the  fourteenth  day. 
The  pulse  for  a  day  or  two  was  about  130,  and  then  came 
down  to  80, 

The  urine  averaged  about  20  ounces  in  each  twenty-four 
hours;  there  was  very  slight  dysuria,  and  the  patient  was 
able  to  hold  her  urine  for  three  hours  at  a  time.  There 
was  good  union  in  the  wound  and  the  skin  stitches  were 
removed  on  the  seventh  day.  The  bowels  were  open  and 
she  was  taking  nourishment  well.  On  February  25th, 
the  fourteenth  day,  the  temperature  and  pulse  began  to 
rise,  and  continued  up  for  ten  days;  evening  temperature 
102°  F.,  and  pulse  120.  At  this  time  examination  by 
vagina  showed  that  the  right  ureter  could  no  longer  be 
palpated.  The  urine  was  cloudy,  1009,  slightly  acid,  urea 
14.8  grams,  albumin  a  slight  trace.  Twenty-four-hour 
amount,  34.5  ounces.  Sediment  shows  a  diminished 
amount  of  pus,  hyaline  casts,  a  few  renal  and  bladder 
epithelium.  A  brawny  enlargement  of  the  glands  in  the 
left  groin  was  noted,  and  also  enlargement  of  individual 
glands  in  the  right  groin  to  a  less  degree.  The  circumfer- 
ence of  left  thigh  measured  2  cm.  more  than  the  circumfer- 
ence of  the  right  thigh;  no  swelling  of  foot  or  ankle.  Pain 
in  left  groin.  Lungs  negative.  No  exudate  in  pelvis  or 
about  wound.  Left  kidney  by  palpation  as  before  oper- 
ation.    March  7th  the  temperature  had  declinetl  to  normal, 
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and  remained  normal  after  this.  The  enlargement  of  the 
glands  in  the  left  groin  had  markedly  diminished  and 
individual  glands  could  be  distinguished.  Left  thigh  still 
slightly  larger  than  right  thigh.  No  pain  in  thigh  or 
limitation  of  motion. 

Patient  sitting  up,  urine  about  35  ounces  in  each  twenty- 
four-hour  amount;  urea  20.3  grams.  Patient  taking 
uriseptin.  Occasional  irrigation  of  bladder.  March  13th 
the  general  strength  was  so  far  improved  that  cystoscopy 
was  performed.  An  ulcerated  patch,  2  cm.  by  1  cm.  and 
parti}'-  covered  by  a  slough,  was  found  on  the  posterior 
inferior  wall  of  the  bladder.  There  was  slight  injection  of 
the  vessels  of  the  surrounding  portions  of  the  bladder  and 
also  of  the  urethra. 

Instillation  into  the  bladder  of  iodoform  and  glycerin 
emulsion  was  practised  every  other  day  until  March  24th, 
when  cystoscopy  was  again  performed  and  the  ulcerated 
patch  freely  cauterized  with  a  bead  of  nitrate  of  silver  on 
an  applicator.  Neither  ureter  could  be  felt  by  vaginal 
palpation.  Very  little  discomfort  followed  this  appli- 
cation, and  the  patient  continued  to  gain  in  flesh  and 
strength.  She  was  up  and  about  her  room  daily,  ate  and 
slept  well.  Urine  of  good  amount,  1018;  albumin,  1.20  per 
cent.,  with  a  tendency  to  rather  strong  acidity.  Sediment 
showed  a  few  pus  cells,  bladder  epithelium,  and  a  few  hya- 
line and  an  occasional  epithelial  cast.  The  patient  was  dis- 
charged April  4th,  to  convalesce  at  her  home,  with  the 
understanding  that  she  was  to  report  for  cystoscopy  and 
treatment  when  the  general  strength  had  improved. 

The  report  of  the  pathologist.  Dr.  T,  Leary,  of  Tufts 
College  Medical  School,  is  appended: 
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Pathologist's  Report. 

May  2,  1903.  Miss  C.  A.  B.,  St.  Elizabeth's  Hospital,  Dr.  Burrage. 
Specimen  consists  of  a  kidney  with  some  perinephritic  fat  tissue 
attached.  Organ  had  been  laid  open  by  a  longitudinal  incision  to  one 
side  of  centre,  is  pale  and  measures  13x8x4  cm.  Contour  of  organ 
is  normal.  Capsule  peels  smoothlj^,  exposing  a  slightly  granular  surface. 
Section  has  exposed  center  of  organ,  which  is  occupied  in  great  part 
by  a  series  of  cavities  continuous  with  pelvis,  replacing  wholly  the 
pyramids  and  extending  into  cortex,  which  in  places  measures  but 
2  mm.  in  thickness.  These  cavities,  which  are  separated  here  and 
there  by  persistent  columns  of  Bertini,  are  lined  by  thick  greenish- 
yellow  purulent  material  Cortical  tissue  is  oedematous  and  tough, 
and  shows  a  line  of  congestion  along  edges  of  cavities. 

Ureter:  Amputated  just  below  origin,  is  thickened  (1.2  cm.,  external 
diameter),  shows  a  central  zone  of  opaque  tissue  about  lumen,  which 
is  lined  l)y  a  laj^er  of  fibrinopurulent  material.  Urine:  Pale,  cloudy* 
contains  a  considerable  sediment  made  up  in  large  part  of  pus  cells 
and  bladder  epithelium. 

Smears  from  urine  by  Loeffler  show  a  variety  of  organisms,  including 
bacilli  and  cocci.  Cultures  show  abundant  growth  of  colon  bacillus 
and  a  large  unknown  diplococcus.  Smears  stained  for  tubercle  bacilli. 
A  total  of  five  slides,  representing  approximately  fifteen  cover-glasses, 
were  carefully  examined,  with  negative  results.  Five  cubic  centiineters 
of  urinary  sediment  (centrifuge)  were  introduced  into  the  subcutaneous 
tissue  of  the  anterior  abdominal  wall  of  a  guinea-pig,  with  negative 
results  at  the  end  of  five  weeks. 

Microscopic  examination  of  kidney  tissue  from  two  different  points 
show  sections  to  be  made  up  solely  of  tissue  from  cortex  Outer 
portion  of  cortex  shows  a  diffuse  increase  of  connective  tissue,  and 
hyaline  glomeruli  are  abundant.  Here  and  there  are  focal  collections 
of  plasma  cells  in  the  thickened  intertubular  connective  tissue.  Tissue 
is  limited  internally  by  a  thick  layer  of  purulent  material  lying  directly 
on  a  necrotic  laj^er  of  kidney  substance  which  is  deeply  infiltrated 
with  pus  cells.  Diffuse  purulent  infiltration  with  oedema  is  present 
throughout  inner  portion  of  cortex,  and  in  places  definite  abscesses 
of  irregular  outline  are  found.  So  marked  is  the  purulent  infiltration 
of  the  tissue  between  the  abscesses  that  outlines  of  tubules  are  made 
out  with  difficulty,  and  when  demonstrated  contain  pus  cells  in  their 
lumina.  Examination  of  two  hundred  sections  develops  no  evidence 
of  a  tubercular  process.  Tubercles,  diffuse  epithelioid  growth,  focal 
necroses  or  caseation  are  not  seen,  and  the  line  of  erosion  of  kidney 
tissue  shows  no  granulation  tissue. 

Sections  stained  for  tubercle  bacilli  give  negative  results.  Hand 
sections  of  ureter  from  gross  specimen  show  canal  lined  by  vascular 
granulation  tissue  deeply  infiltrated  with  pus.  No  focal  tubercular 
process  evident. 
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Diagnosis:  Chronic  interstitial  nephritis,  acute  purulent  pyelo- 
nephritis, and  ureteritis. 

The  gross  specimen,  from  the  even  progression  of  the  process,  suggests 
strongly  a  tubercular  origin  for  the  lesions.  The  thickened  granulation 
layer  lining  ureter  adds  strength  to  this  suggestion.  The  microscopic 
picture  shows  a  purulent  reaction,  uneven  in  character,  with  focal 
processes  (abscesses)  in  places,  and  it  seems  that  if  the  lesions  had 
been  of  this  character  from  the  start  the  picture  would  have  been  a 
different  one.  It  is,  therefore,  a  reasonable  conclusion  that  the  primary 
infection  was  tubercular.  The  present  picture,  however,  is  distinctly 
one  of  an  acute  purulent  process,  and  the  presence  of  the  colon  bacillus 
in  numbers  furnishes  the  etiologic  factor. 

T.  Leary,  M.D. 

May  8th.  Dr.  Leary  adds :  "  In  sections  of  the  ureter  (microtome) 
I  have  at  last  succeeded  in  finding  miliary  tubercles,  two  in  number 
This  establishes  the  diagnosis  absolutely  " 

Note.— June  30,  1903.  Examination  of  the  bladder  to-day  shows 
the  ulcerated  patches  cicatrized.  Marked  injection  of  the  mucous 
membrane  covering  the  trigonum  and  base  of  the  bladder.  Ureteral 
orifices  normal,  except  for  the  injection  of  the  mucous  membrane. 
Micturition  is  every  three  hours.  Strength  much  improved.  Weight, 
117  pounds.  Color  good.  Temperature  normal.  Eats  and  sleeps 
well. 


TUBERCULOSIS  OF  THE  VAGINAL  PORTION 

AND  OF  THE  UTERUS,  WITH  THE 

REPORT  OF  A  CASE. 


By  Hiram  N.  Vineberg,  M.D., 
New  York  City. 


Mrs.  G.  F.,  aged  thirty-seven  years,  married  nineteen 
years,  had  nine  children  and  no  miscarriages.  Menses  set 
in  at  the  age  of  twelve  years,  were  regular,  moderate  in 
amount,  and  not  attended  with  pain.  She  was  admitted 
to  the  Mt.  Sinai  Hospital  July  29,  1902.  Her  family  history 
was  negative.  Two  years  and  a  half  before  admission  she 
had  pleurisy  and  effusion,  for  which  she  was  tapped.  This 
was  her  only  illness  until  the  present  one,  which  began 
about  three  weeks  ago  with  pain  in  lower  part  of  the  abdo- 
men and  with  fever.  She  has  been  confined  to  her  bed  all 
the  time.  The  menses  have  not  recurred  for  two  months, 
and  she  has  had  no  chills,  no  night-sweats,  no  cough,  no 
hemoptysis,  no  dyspnea,  no  edema  of  legs.  She  has  lost 
considerable  flesh  and  strength.  Upon  admission  she 
showed  a  sallow  complexion  and  was  very  much  emaciated. 
Temperature  was  99°  F.  in  the  morning  and  102°  F.  in  the 
afternoon.  Her  tongue  was  coated  with  a  white  fur.  There 
was  retraction  above  and  below  the  clavicles  on  both  sides. 
There  was  some  dulness  over  both  apices  behind.  No 
cough.  No  sputum.  There  was  a  systolic  murmur  in  the 
third  interspace  near  the  sternum,  probably  hemic.  On 
vaginal  examination  the  uterus  is  found  enlarged  to  the 
size  of  a  gravid  uterus  at  the  sixth  or  seventh  week.    There 
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is  a  mass  to  the  left  and  behind  the  uterus  the  size  of  a  hen's 
egg,  which  is  very  firmly  fixed  to  the  uterus.  The  right 
tube  is  about  the  thickness  of  the  thumb. 

Upon  ocular  inspection  the  cervix  is  considerably  en- 
larged, the  hypertrophy  being  most  marked  in  the  anterior 
lip,  which  presents  tlii'ee  large  ulcerations.  The  ulcers  are 
irregular  in  outline,  moderately  deep,  and  covered  with 
a  dirty  grayish  exudate.  They  are  separated  from  one 
another  by  a  very  narrow  strip  of  mucous  membrane  of 
a  rather  bright-red  color.  There  is  no  marked  induration 
of  the  lip,  no  friability  of  the  tissues,  and  no  tendency  to 
bleed  on  being  touched.  There  is  a  thick,  tenacious, 
grayish-yellow  discharge  from  the  external  os.  I  made  the 
diagnosis  of  tubercular  ulceration  of  the  vaginal  portion, 
with  probable  tubercular  disease  of  the  adnexa.  The 
absence  of  menstruation  for  two  months,  associated  with 
enlargement  of  the  uterus,  gave  rise  to  the  suspicion  of 
pregnancy.  Repeated  examination  of  the  discharge  from 
the  surface  of  the  ulcers  and  from  the  cervix  did  not  show 
any  tubercle  bacilli.  Although  I  had  never  seen  a  case  of 
tubercular  ulceration  of  the  cervix,  I  adhered  to  my  diag- 
nosis, which  I  had  reached  by  a  process  of  exclusion,  in 
spite  of  the  negative  results  of  the  bacteriologic  examina- 
tions. The  pathologist,  however,  was  enabled  to  report, 
in  the  course  of  a  few  days,  from  a  fragment  of  tissue  which 
I  had  gouged  out  with  the  sharp  spoon  from  the  surface 
of  one  of  the  ulcers,  that  the  lesion  was  tuberculous.  For 
the  four  days  prior  to  the  operation  the  temperature  ranged 
from  100°  to  103°  F.,  the  pulse  from  110  to  130.  The 
ulceration  extended  slowly  to  the  posterior  lip  dm'ing  the 
four  days  the  patient  was  under  observation  in  the  hospital. 

The  operation  proved  to  be  very  difficult,  owing  to  the 
firm  adhesions  of  the  left  tubo-ovarian  mass  to  the  pelvic 
wall.  When  the  mass  was  finally  enucleated  it  was  very 
diflncult  to  stop  the  oozing,  even  after  the  uterine  vessels 
were  secured  and  the  uterus  removed.    The  loss  of  blood 
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and  the  severity  of  the  operation  proved  to  be  too  much 
for  the  patient,  who  was  cachectic  and  emaciated,  and  she 
died  from  cardiac  weakness  six  hours  after  the  operation. 

No  autopsy  was  permitted.  On  bisecting  the  uterus  a 
perfect  specimen  of  tuberculosis  of  the  endometrium  was 
obtained.  The  mucosa  was  double  the  normal  thickness. 
It  had  a  soft,  velvety  appearance  and  was  thrown  into 
numerous  longitudinal  folds.  On  very  close  inspection 
small  fresh  tubercles  could  be  seen  on  the  summit  of  the 
folds.  The  mucosa  of  the  cervix  was  equally  involved. 
Tubercle  bacilli  were  readily  found  on  the  endometrium. 
The  right  adnexa  were  indistinguishable  as  such,  forming 
an  abscess  sac,  the  pus  of  which  contained  tubercle  bacilli 
in  abundance.  The  left  tube  was  enlarged  the  size  of  the 
index  finger  and  was  filled  with  pus  which  contained 
tubercle  bacilli.  - 

In  the  1887  edition  of  Schroeder's  Handhuch  der  weib- 
lichen  Geschlechtsorgne  the  following  sentence  is  to  be  found : 
"Tuberculosis  of  the  uterus  has  such  an  unimportant 
clinical  significance  that  we  may  pass  it  by  with  a  very 
short  notice."  About  this  period  appeared  Hegar's  masterly 
monograph  on  tuberculosis  of  the  female  genital  organs, 
drawing  the  attention  of  the  profession  to  the  fact  that  this 
disease  occurred  more  frequently  than  was  generally  sup- 
posed. Shortly  afterward  several  other  observers  (Pozzi, 
Hofmeier,  Cullen,  Williams)  gave  expression  to  a  similar 
opinion  and  reported  cases  that  they  themselves  had  ob- 
served. Since  then  the  literature  upon  the  subject  has 
grown  to  considerable  dimensions. 

It  is  not  my  intention  in  this  report  to  enter  into  a  dis- 
cussion of  tuberculosis  of  the  genital  organs  in  general,  but 
to  limit  mj'^self  to  the  subject  of  tuberculosis  of  the  uterus 
and  more  especially  to  that  of  the  cervix.  The  frequency 
with  which  tuberculosis  affects  the  uterus  is  variously 
stated  by  difTerent  authors.  For  instance,  Vassmer  was 
able  to  collect  6  cases  in  the  Klinik  at  Gottingen  in  a  period 
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of  ten  months,  but  in  4  of  the  cases  the  diagnosis  was  made 
from  the  uterine  scrapings.  This  would  explain  the  rela- 
tive frequency  with  which  the  disease  was  encountered. 
Ordinarily  the  uterine  scrapings  are  not  examined  for 
tubercle,  and  Vassmer,  with  others,  rightly  makes  the 
suggestion  that  hereafter  every  case  of  uterine  hemorrhage 
should  have  the  scraped  tissue  examined  for  tubercle  as 
well  as  for  carcinoma.  Walther  found  in  12  cases  of  genital 
tuberculosis  a  beginning  tuberculosis  of  the  uterus  in  7 
cases. 

In  34  cases  Schramm  found  the  uterus  affected  in  7  cases. 
In  Polano's  6  cases  the  uterus  was  involved  in  3  cases. 
Martin  states  that  in  liis  service  at  Greifswald  the  uterine 
mucosa  was  thoroughly  examined  in  1600  cases  and  was 
found  tuberculous  in  24  instances. 

Briining  collected  in  the  literatiu'e  44  cases  of  genital 
tuberculosis  in  girls  under  fifteen  years  of  age.  The 
youngest  patient  was  seven  months  old.  In  his  cases  the 
uterus  was  involved  in  24  cases  (54.15  per  cent.).  The 
case  he  himself  reported  occurred  in  a  girl  four  years  old, 
in  whom  the  tubercular  affection  implicated  the  uterus. 

Tuberculosis  of  the  uterus  usually  occurs  as  a  secondary 
affection  to  tuberculosis  of  the  peritoneum  and  adnexa  or 
of  the  cervix.  Three  varieties  are  usually  described:  (1) 
acute  miliary,  which  is  very  rare;  (2)  ulcerative  endo- 
metritis; (3)  pyometra.  Vassmer  states  it  is  not  clear  why 
in  one  case  the  progress  of  the  disease  leads  to  a  transforma- 
tion of  the  entire  mucosa  into  granulation  tissue  and  in 
another  to  caseation  with,  as  an  end  result,  the  develop- 
ment of  pyometra.  He  thinks  that  a  mixed  infection  or  a 
different  degree  of  virulence  of  the  bacilli  may  be  the 
determining  factor. 

Stolper  confirms  the  occurrence  of  the  three  varieties, 
but  thinks  that  they  are  merely  different  stages  of  the 
same  variety.  Madlener,  Michaelis,  and  Zahn  have  each 
described  a  case  of  uterine  polypus  which  on  microscopic 
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examination  showed  tubercles.  Madlener's  case  is  of  curious 
interest.  The  infection  had  taken  place  from  an  ovarian 
cyst  which  was  the  seat  of  a  tubercular  affection,  the  bacilli 
penetrating  the  uterine  wall  and  entering  the  polypus 
through  its  pedicle. 

Saulmann  reported  a  case  of  uterine  tuberculosis  in 
which  the  uterine  discharge  contained  both  tubercle  bacilli 
and  gonococci,  showing  a  mixed  infection.  This,  as  far  as 
I  have  been  able  to  find  in  the  literature,  is  the  only  case 
of  the  kind  on  record.  Walther  has  seen  a  case  of  uterine 
tuberculosis  associated  with  carcinoma  of  the  cervix. 
Nassauer  reports  a  similar  case. 

In  Kundrat's  case  of  association  of  carcinoma  of  the 
cervix  with  tuberculosis  only  the  uterine  ends  of  the  tubes 
were  involved,  the  corpus  endometrium  being  free  of  any 
tubercular  affection.  Walther  also  reports  a  case  of  genital 
tuberculosis  complicated  with  carcinoma  of  the  vaginal 
portion. 

Ahlef elder  describes  two  interesting  cases ;  in  the  one  case 
microscopic  section  of  the  extirpated  uterus  showed  caseous 
tubercles  and  a  typical  picture  of  adenocarcinoma  in  the 
same  field ;  in  the  other  case  the  endometrium  was  affected 
with  tuberculosis  and  the  walls  of  the  uterus  were  studded 
with  small  fibroids. 

In  Martin's  24  cases  myomata  in  the  uterine  wall  were 
found  in  3  cases  and  carcinoma  in  1  case. 

The  diagnosis  of  tuberculosis  of  the  endometrium  in  some 
cases  is  not  easily  made.  In  most  cases  there  is  intractable 
uterine  hemorrhage.  Amenorrhea  may  occur,  but  usually 
at  a  late  period  of  the  disease,  when  the  stage  of  caseation 
has  been  reached.  The  absence  of  menstruation  in  my  case 
for  two  months,  associated  with  enlargement  of  the  uterus, 
is  an  interesting  phenomenon  in  the  light  of  the  condition 
of  the  endometrium  that  was  found  when  the  uterus  was 
cut  open.  There  was  no  caseation,  but  merely  swelling  of 
the  mucosa,  which  was  studded  thickly  with  tubercles.    It 
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is  probable  that  the  condition  of  the  ovaries,  one  being 
converted  into  an  abscess  sac,  the  other  embedded  in  adhe- 
sions and  very  much  disorganized,  may  have  accounted  for 
the  amenorrhea.  The  diagnosis  of  a  probable  pregnancy  in 
my  case  was  quite  natural.  The  occurrence  of  pregnancy 
in  tuberculosis  of  the  uterus  is  not  an  improbable  event. 
Such  cases  have  been  reported  by  Thom,  Hosier,  Schmorl, 
and  Kockel.  Casper  (cited  by  Hosier)  reports  a  case  in 
which  there  occurred  spontaneous  rupture  of  the  uterus  at 
the  third  month  of  pregnancy.  Thom,  Schmorl,  and 
Kockel  have  each  reported  a  case  of  tuberculosis  of  the 
endometrium  which  had  reached  the  stage  of  caseation,  yet 
the  pregnancy  went  to  full  term. 

As  already  stated,  the  diagnosis  of  tuberculosis  of  the 
endometrium  has  to  be  made  in  a  suspicious  case  by  a 
microscopic  examination  of  the  tissues  removed  with  the 
ciu'et.  It  is  seldom  that  tubercle  bacilli  are  found,  and  the 
diagnosis  has  to  be  made  chiefly  on  the  finding  of  giant 
and  epithelial  cells. 

Regarding  the  therapeutics  of  tuberculosis  of  the  endo- 
metrium, Vassmer  is  of  the  opinion  that  a  conservative 
course  may  be  adopted,  and  that  in  many  instances  a 
curetage  will  be  followed  by  a  permanent  cure.  Host 
authors  (Pozzi,  Doederlein,  Fehling,  Schauta),  however, 
do  not  take  such  an  optimistic  view,  and  would  resort  to  a 
curetage  as  a  palliative  measure  only  when  a  radical  oper- 
ation for  some  reason  or  another  was  not  feasible.  Sippel, 
Walther,and  Halbertsma  have  each  reported  complete  cures 
following  a  curetage.  The  difficulty  of  determining  that  a 
case  is  permanently  cured  is  forcibly  illustrated  by  one  of 
Vassmer's  cases.  The  woman  had  been  repeatedly  curetted. 
The  scrapings  obtained  at  the  third  curetage  showed  an 
entire  absence  of  tubercles,  and  the  disease  was  supposed  to 
be  completely  cured.  A  few  months  later  she  had  to  be 
curetted  again  on  account  of  hemorrhage,  and  this  time 
tubercles  were  again  found  in  the  uterine  scrapings.     In 
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view  of  the  tendency  of  local  tuberculosis  to  undergo  spon- 
taneous cure  under  favorable  conditions,  it  may  be  wise  in 
mild  tuberculosis  of  the  uterus  to  first  make  a  trial  of  a 
thorough  curetage,  to  be  followed  by  suitable  hygienic 
treatment.  The  local  condition  should,  however,  bo  care- 
fully watched,  and  on  the  return  of  hemorrhage  or  enlarge- 
ment of  the  uterus  a  radical  operation  should  not  be  too 
long  deferred. 

We  have  seen  that  tuberculosis  of  the  uterus  is  by  no 
means  a  rare  disease,  but  the  affection,  as  a  general  rule,  is 
limited  to  the  body  and  does  not  involve  the  cervix.  S.till 
the  tubercular  affection  does  extend  to  the  cervix  and 
vaginal  portion  in  a  small  proportion  of  the  cases.  Until 
within  recent  years  the  cervix  was  considered  immune  to 
tuberculosis  (Rokitansky,  Lebbert,  Paulsen).  During  the 
past  fifteen  years,  however,  undoubted  cases  of  tuberculosis 
of  the  cervix  have  been  reported  by  a  number  of  reli- 
able observers  (Ahlefelder,  Altertham,  Beyea,  Chrobak, 
Coe,  Cornil,  Cullen,  Driessen,  Emanuel,  Frank,  Fraenkel, 
Friedlander,  Giglio,  Glockner,  Haidenthaler,  Hauschka, 
Hofbauer,  Homolle,  Ed.  Kaufmann,  Klob,  Kryzwicki, 
Lukasiewicz,  Madlener,  Matthews,  Mayor,  A.  Meyer, 
Michaelis,  Pozzi,  Sippel,  Spaeth,  Steven,  Stolper,  Thiercelin, 
Vassmer,  Virchow,  Vitrae,  Voigt,  Walther,  Weigert,  Winter, 
Zweigbaum,  Zweifel,  and  others). 

Spaeth  in  119  cases  of  tuberculosis  of  the  uterus  found 
involvement  of  the  cervix  in  only  6  cases.  Vassmer  and 
others  attributed  the  comparative  immunity  of  the  cervix 
to  tuberculosis  to  the  difficulty  the  tubercle  bacilli  have  in 
penetrating  the  thick  epithelial  layer  of  the  vaginal  portion 
and  to  their  inability  to  adhere  to  the  cervical  mucosa  in 
the  presence  of  the  profuse  mucous  discharge. 

The  majority  of  the  foregoing  recorded  cases  of  tuber- 
culosis of  the  cervix  were  of  the  descending  variety,  that  is, 
they  were  secondary  to  tuberculosis  of  the  body  of  the 
uterus. 
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When  we  come  to  speak  of  primary  tuberculosis  of  the 
cervix  we  find  it  is  an  exceedingly  rare  disease.  After  a 
fairly  comprehensive  search  of  the  literature  I  have  been 
able  to  collect  only  12  cases  (Klob,  Friedlander,  Kaufmann, 
Fraenkel,  Spaeth,  Lewers,  Matthews,  Driessen,  A.  Meyer, 
Michaelis,  Zweifel,  Frank).  Very  few  of  these,  however, 
fulfil  the  requirements  insisted  upon  by  Amann,  which  in 
effect  necessitates  a  thorough  autopsy,  showing  the  absence 
of  tuberculous  lesions  elsewhere  in  the  body. 

Most  authors  accept  the  cases  of  Friedlander,  Kaufmann, 
Fraenkel,  and  Spaeth  as  incontrovertible  evidences  of  pri- 
mary tuberculosis  of  the  cervix. 

In  Driessen's  case  there  was  tuberculosis  of  the  rectum, 
with  a  fistula  in  ano,  and  the  cervix  may  have  become 
secondarily  affected  from  this  source.  Frank's  patient  had 
a  tuberculous  inflammation  of  the  bones  of  the  hand  shortly 
before  the  tuberculous  disease  of  the  cervix  was  detected. 
Klob's  case  was  not  satisfactorily  examined  microscopically, 
and  hence  the  diagnosis  is  uncertain.  The  remaining  cases 
by  Lewers,  Matthews,  A.  Meyer,  Michaelis,  and  Zweifel  are 
based  on  clinical  evidence  only,  and  consequently  can- 
not be  accepted  as  instances  of  primary  disease  without 
reserve. 

Cullen  has  described  an  exceedingly  interesting  case  of 
condylomata  of  the  cervix,  scattered  throughout  the  stroma 
of  which  were  characteristic  tubercles,  a  part  of  general 
tubercular  infection. 

The  etiology  of  genital  tuberculosis  in  the  female  brings 
up  several  interesting  questions,  some  of  which  are  far 
from  being  settled  at  the  present  day. 

Hegar  and  his  pupils  classify  tuberculosis  of  the  genital 
organs  into  an  ascending  or  primary  form  and  a  descending 
or  secondary  form.  There  is  no  room  for  a  difference  of 
opinion  in  reference  to  the  latter,  but  the  primary  form  has 
excited  considerable  dispute. 

The  source  of  the  bacilli  in  the  ascending  form,  according 
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to  Hegar,  is  either  from  the  patient's  own  body  or  from 
the  outside  world. 

The  diarrhetic  stools  of  a  consmnptive,  and  more  particu- 
larly if  tuberculosis  of  the  intestine  exist,  frequently  con- 
tain tubercle  bacilli  which  may  readily  gain  entrance  into 
the  genital  canal  of  the  patient.  The  same  may  be  said  of 
other  discharges  containing  tubercle  bacilli,  as  the  sputum, 
the  pus  from  tuberculous  sores,  etc.,  which  may  be  con- 
veyed by  the  hands  of  the  patient  to  her  genital  organs. 
The  bacilli  from  the  outside  world  may  be  conveyed  to  the 
woman  through  sexual  intercourse,  unclean  instruments 
or  fingers  in  vaginal  examinations,  etc.  The  presence  of 
tubercle  bacilli  in  the  semen  of  consumptives,  with  or 
without  genital  tuberculosis,  has  been  demonstrated  by 
several  observers  (Jani,  Gartner,  Jakh,  Spano,  etc.).  As 
an  instance  of  primary  genital  tuberculosis  through  cohabi- 
tation Hammer's  celebrated  case  is  frequently  quoted. 
Hammer  made  an  autopsy  on  a  woman,  thhty-five  years 
ago,  who  died  of  miliary  tuberculosis  after  being  married 
for  four  years  to  a  man  who  had  pulmonarj^  tuberculosis. 
This  man  v/as  in  the  habit  of  lubricating  his  penis  with  his 
saliva  to  facilitate  immission.  The  only  old  tuberculous 
focus  found  at  the  autopsy  of  the  woman  was  a  caseation 
of  the  tubes.  The  uterus  and  vagina  were  free.  There 
were  no  evidences  of  tuberculosis  in  the  genitals  of  the 
husband.  The  bacilli  contained  in  the  saliva  could  not 
readily  attach  themselves  to  the  well-protected  vagina  and 
cervix,  but  found  ready  lodgement  in  the  mucosa  of  the 
tubes. 

Hofmeier,  Rein,  v.  Franque,  Menge,  Strassmann,  and 
others  in  a  personal  communication  to  Amann  have  stated 
that  they  had  seen  instances  of  direct  infection  tlirough 
cohabitation. 

In  rare  instances  tuberculosis  of  the  genital  organs  may 
be  acquired,  as  gonorrhea,  through  the  use  of  an  unclean 
water-closet,  sponge,  or  bed-linen  (Hegar). 


HIRAM  N.   VINEBERG.  273 

The  mode  of  infection,  according  to  Hegar,  is  either 
(1)  through  the  entrance  of  the  tubercle  bacilh  dhectly  into 
the  mucous  membrane  of  the  vulva,  vagina,  cervix,  body 
of  the  uterus  and  of  the  tubes,  and  through  the  latter  to 
the  peritoneum  and  ovary,  or  (2)  the  tubercle  bacilli  gain 
entrance  through  small  abrasions  in  the  genital  canal  into 
the  paravaginal  and  parametric  lymph  channels.  Through 
these  they  pass  to  the  pelvic  peritoneum  and  thence  to 
the  tubes,  or  directly  from  the  lymph  channels  to  the 
tubes. 

A  third  mode  of  infection  in  the  primary  form  must  be 
mentioned.  The  tubercle  bacilli  may  at  some  point  enter 
the  system  directly  into  the  blood  current  or  lymph  current 
and  be  conveyed  by  the  blood  directly  to  the  genital  organs, 
and  there  excite  pathologic  changes  (hematogenic  form), 

Amann  is  very  loath  to  accept  the  cases  of  so-called 
primary  tuberculosis  of  the  cervix  as  instances  of  direct 
infection.  He  criticises  the  cases  reported  by  Albert  Meyer, 
Sippel,  Kaufmann,  Michaelis,  and  Frank  as  not  being  free 
from  the  probability  that  the  infection  occurred  through 
the  blood  cm'rent.  He  cites  Bouilly's  personal  statement  to 
him  that  he  (Bouilly)  had  seen  a  number  of  cases  of  primary 
genital  tuberculosis,  especially  of  the  internal  genitals,  and 
one  case  of  cervical  tuberculosis,  and  while  he  did  not  know 
the  exact  mode  of  infection  he  believed  that  it  occurred 
mostly  tlirough  the  blood  current.  He  did  not  know  of  a 
single  instance  of  direct  infection. 

Amann  further  cites  the  personal  communications  from 
several  prominent  pathologists  (Bollinger,  Schmorl,  Ribbert, 
Schmaus,  Albrecht),  that  they  had  never  met  with  an 
instance  of  primary  genital  tuberculosis  at  an  autopsy. 

Diagnosis.  Most  of  the  cases  of  tuberculosis  of  the 
cervix  found  in  the  literature  had  been  diagnosed  as  carci- 
noma prior  to  operation.  The  error  in  some  instances  was 
detected  only  after  a  considerable  lapse  of  time,  as  in  the 
famous  case  operated  upon  by  Pean,  and  examined  bj'' 
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Cornil  a  year  or  so  afterward,  when  the  true  nature  of  the 
disease  was  ascertained. 

Doubtless  many  of  the  cases  reported  as  carcinoma  of 
the  cervix  which  showed  no  recurrence  for  several  years 
after  operation  were  instances  of  tuberculosis.  T.  S.  CuUen 
in  his  incomparable  work  on  Cancer  of  the  Uterus  drew 
attention  to  this  source  of  error  in  the  differential  diagnosis 
of  squamous-cell  carcinoma  of  the  cervix,  and  cited  some 
cases  in  which  this  error  in  diagnosis  had  been  made.  In 
some  of  the  reported  cases  the  diagnosis  lay  between  carci- 
noma, syphilis,  and  tuberculosis. 

The  differential  diagnosis  of  syphilitic  ulceration  of  the 
cervix  is  given  by  Winter  and  Ruge.  A  free  translation  of 
their  remarks  on  the  subject  is  to  be  found  in  Cullen's 
Cancer  of  the  Uterus,  p.  191.  This  seems  to  be  even  a  more 
rare  condition  than  tuberculosis,  for  Cullen  had  not  seen 
a  case  and  as  far  as  I  know  I  have  not  seen  a  case. 

Tuberculosis  of  the  cervix  manifests  itself  in  four  different 
forms : 

1.  The  disease  occurs  in  the  form  of  a  cauliflower-like 
growth  showing  some  tendency  to  bleed  on  being  touched. 
It  is  this  variety  which  has  most  frequently  been  mistaken 
for  carcinoma.  It  differs  from  carcinoma  in  being  less 
friable  and  in  the  absence  of  the  finger-like  masses  so  char- 
acteristic of  carcinoma.  A  microscopic  examination  of  a 
small  bit  of  the  affected  tissue  will  decide  the  differential 
diagnosis. 

2.  Ulcerative  Form.  The  ulcer  is  usually  well  defined, 
with  sharp,  undermined  edges ;  the  surrounding  tissue  may 
be  normal  or  it  may  be  studded  with  a  few  miliary  tubercles. 
The  ulcer  may  be  covered  with  a  gi-ayish  exudate,  the 
broken-down  caseous  material.  The  case  reported  in  this 
paper  was  an  instance  of  this  form.  The  diagnosis  was 
reached  by  a  process  of  exclusion,  and  was  not  shaken  by 
the  report  of  the  pathologist  that  no  tubercle  bacilli  were 
found  in  the  exudate  from  the  surface  of  the  ulcers.     A 
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microscopic  examination  of  a  fragment  of  tissue,  removed 
with  the  sharp  spoon,  confirmed  the  diagnosis. 

3.  The  vaginal  portion  is  studded  with  miliary  tubercles, 
as  the  cervical  mucosa  may  also  be,  and  from  here  the 
tubercles  may  penetrate  the  whole  thickness  of  the  cervical 
wall  (Vassmer).  The  diagnosis  of  this  form  is  compara- 
tively easy. 

4.  The  tuberculous  process  is  localized  to  the  superficial 
epithelium  of  the  glands,  the  latter  being  filled  with  masses 
containing  numerous  tubercle  bacilli,  constituting  the  bacil- 
lary  catarrh  described  by  Schiitt. 

In  reference  to  the  therapeutics  of  tuberculosis  of  the 
cervix  there  is  not  much  to  be  added  to  what  has  already 
been  stated  under  the  therapeutics  of  tuberculosis  of  the 
uterus.  As  in  a  great  majority  of  cases  the  disease  of  the 
cervix  is  secondary  to  disease  of  the  genital  organs  higher 
up,  the  treatment  of  the  cervical  affection  will  be  subsidiary 
to  the  treatment  of  the  lesions  in  the  other  organs  of  the 
genital  sphere. 

In  a  primary  disease  of  the  cervix,  and  before  the  disease 
has  extended  upward,  an  amputation  of  the  cervix  may  be 
all  that  will  be  necessary. 

Frank  reports  a  case  of  primary  tuberculosis  of  the  cervix 
in  which  he  did  a  high  amputation  and  the  patient  was  well 
two  years  afterward.  Now  that  the  attention  of  the  pro- 
fession is  directed  more  and  more  to  tuberculosis  of  the 
female  genital  organs  a  greater  number  of  cases  of  tuber- 
culosis of  the  cervix  will  no  doubt  be  detected  than  here- 
tofore, and  treatment  be  instituted  at  an  earlier  stage  than 
has  been  done  up  to  the  present  time. 
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A  PSEUDOHERMAPHRODITE, 

In  Which  the  Female  Characteristics  Predominated; 

Operation  for  Removal  of  the  Penis  and  the 

Utilization  op  the  Skin  Covering  it  for 

the  Formation  of  a  Vaginal  Canal. 


By  J.  Riddle  Goffe,  M.D., 

New  York  City. 


The  possibility  of  hermaphroditism  has  always  appealed 
to  the  imagination  of  the  profession  with  peculiar  interest 
— curiosity  as  to  the  sensations  experienced  by  an  indi- 
vidual capable  of  enjoying  the  sexual  emotions  of  both  the 
male  and  the  female  at  the  same  time  may  doubtless  ac- 
count for  it.  But  this  will-o'-the-wisp  has  led  investigators 
into  many  fruitless  discussions. 

The  successful  demonstration  of  the  existence  of  a  true 
human  hermaphrodite  grows  more  and  more  remote  as  our 
instruments  and  methods  of  investigation  become  more 
precise.  Cases  are  on  record  in  which  the  external  organs 
of  generation  in  a  single  individual  have  borne  striking 
resemblance  to  those  of  both  sexes.  More  than  this,  cases 
have  been  authentically  reported  in  which  an  individual 
has  been  known  to  live  a  certain  number  of  years  as  hus- 
band to  a  woman  and  later  an  equal  number  of  years  in  the 
relation  of  wife  to  a  man.  No  offspring  have  ever  been  pro- 
duced in  this  dual  relation,  nor  has  any  individual  ever 
been  known  to  impregnate  himself  or  herself. 

The  essential  organ  of  generation,  and  that  which  must 
in  the  final  analysis  determine  sex,  is  the  presence  of  the 
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testicle  in  a  man  and  the  ovary  in  a  woman,  A  true  her- 
maphrodite must  possess  both  these  organs.  Applying  this 
crucial  test  by  the  most  approved  modern  instruments  and 
methods,  most  of  the  cases  have  been  conclusively  thrown 
out  of  court. 

Accepting  Klebs'  classification  we  may  have  theoreti- 
cally tlu^ee  forms  of  true  hermaphroditism: 

1.  Bilateral,  where  the  four  organs  are  all  present,  a  tes- 
ticle and  an  ovary  on  each  side. 

2.  Unilateral,  where  one  ovary  and  one  testicle  are  pres- 
ent and  both  on  the  same  side. 

3.  Lateral,  where  on  one  side  there  is  a  testicle  and  on 
the  other  an  ovary. 

No  case  of  unilateral  has  ever  been  reported.  The  cases 
of  the  older  writers  usually  fall  under  the  head  of  bilateral. 
These  are  all  of  doubtful  authenticity.  They  were  not  sub- 
mitted to  careful  and  searching  autopsy.  The  celebrated 
case  of  Katharine  Hohmann  must  be  relegated  to  the  list  of 
pseudohermaphi'oditism.  According  to  the  latest  evidence 
the  pretended  menstruation  was  the  result  of  a  trick  by 
which  a  reciirrent  nose-bleed  was  utilized  to  furnish  blood 
with  which  to  smear  the  genitals  previous  to  examination. 
Pozzi  furnishes  evidence  to  prove  that  no  autopsy  was 
made  in  this  case,  as  had  been  wrongly  asserted.  The  case 
of  Heppner,  of  St.  Petersburg,  has  been  subjected  by  Pozzi 
to  critical  analysis.  The  subject  was  an  infant  of  two 
months  with  the  external  organs  of  the  female  or  perineo- 
scrotal hypospadias.  The  uterus  and  tubes  and  ovaries 
were  well  developed  and  normally  situated,  and  there  was 
an  additional  gland  which  on  gross  inspection  resembled 
a  testicle.  It  was  attached  to  the  shrivelled  Wolffian  body, 
which  was  situated  between  the  fundus  and  the  ovary. 
On  microscopic  examination  it  contained  structures  re- 
sembling those  found  in  the  rudimentary  testicle,  but  not 
distinguishable  from  those  of  the  rudimentary  ovary. 
Investigators  Heppner  and  Slavjansky  are  not  agreed  as 
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to  its  classification.  In  this  connection  it  is  well  to  remem- 
ber, as  Zweifel  remarks,  that  the  primitive  condition  of  the 
ovary  so  closely  resembles  that  of  the  testicle  in  the  same 
stage  of  development  that  it  is  a  matter  of  the  greatest 
delicacy  to  decide  between  them.  To  establish  the  dual 
condition  the  positive  evidence  must  be  convincing  and 
indisputable,  for  the  balance  of  probabilities  is  against  it. 
These  two  cases  with  a  third,  that  of  H.  Meyer,  compose 
the  thi'ee  latest  and  best  authenticated  cases  on  record,  and 
yet  in  no  one  of  them  is  the  evidence  convincing.  The  third 
case,  that  of  the  male  type  with  undoubted  testicle,  on 
autopsy  revealed  a  small  body  resembling  an  ovary,  which, 
according  to  Pozzi,  was  probably  an  atrophied  testicle. 
We  may  therefore,  I  think,  accept  the  dictum  that  a  true 
hermaphrodite  of  the  hiunan  species — i.  e.,  an  individual 
with  functionating  glands  of  both  sexes  provided  with  ex- 
cretory ducts — has  never  been  discovered.  This  condition 
is  common  in  the  batrachia,  at  least  one  species  of  fish,  and 
in  toads.  It  has  been  seen  in  the  goat,  the  pig,  and  rarely 
in  the  dog.  But  let  us  hope  that  man  has  reached  such 
a  stage  of  development  in  his  ascent  from  his  lower 
forms  that  no  example  of  such  degeneracy  may  ever  be 
found. 

The  case  of  pseudohermaphroditism  which  I  have  to 
present  is  of  special  interest  on  account  of  the  operative 
procedure  which  I  instituted  and  performed,  and  which 
effectually  eradicated  all  semblance  of  duality  of  sex  and 
placed  the  young  patient  safely  in  the  ranks  of  womankind, 
where  she  desired  to  be.  The  patient  was  referred  to  me 
February  28,  1903,  by  the  family  physician  living  in  one  of 
the  suburbs  of  New  York,  and  gave  the  following  history : 

E.  C,  aged  twenty  years,  born  in  New  York  State,  of 
Irish  parentage;  father  and  mother  both  living,  also  four 
brothers  and  four  sisters,  all  of  whom,  as  far  as  she  knows, 
are  strong  and  well  and  normal  in  every  way.  Patient  has 
never  menstruated;  was  strong  and  well  till  four  years  ago; 
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weighed  120  pounds,  but  has  gradually  lost  flesh  year  by 
year,  and  now  weighs  only  99  pounds.  She  was  educated 
in  the  public  schools  and  graduated  from  the  grammar 
school  two  years  ago;  has  a  weak  stomach  and  occasional 
attacks  of  indigestion.  She  has  never  had  any  girl  love 
affairs  or  been  attracted  passionately  by  any  girl,  but  has 
been  attracted  by  boys;  says  that  'Hhat  thing"  (the 
clitoris)  began  to  develop  to  a  noticeable  degree  when  the 
hair  began  to  develop  on  the  pubes,  fourteen  to  fifteen 
years  of  age;  played  with  it  some  at  that  time  and  expe- 
rienced pleasurable  sensations  therefrom ;  has  erections  at 
times  and  at  first  feels  that  it  is  pleasant,  but  eventually 
disappoints  and  amioys  her;  wants  to  get  rid  of  "the 
growth."  In  deportment  the  patient  was  somewhat  shy  and 
modest,  and  gave  the  impression  that  she  did  not  care  to 
reveal  the  facts  she  had  stated,  but  was  determined  to  get 
relief,  and  had  decided  to  go  through  whatever  ordeal  was 
necessary  to  secure  it.  She  came  to  my  office  alone,  and 
heavily  veiled  to  conceal  the  growth  of  hair  upon  her  lip, 
face,  and  chin.  In  appearance  she  showed  feminine  taste 
in  dress,  which  was  neat  and  in  good  style. 

Physical  Examination.    Height,  5  feet  1|  inches. 

Weight,  100  pounds  at  present. 

Gait,  feminine  in  character. 

Voice,  feminine,  with  occasional  male  tendency. 

Hair  growth  on  the  head  coarse,  abundant,  and  black; 
eyebrows  black  and  hea\'y,  meet  between  the  eyes;  hair 
on  upper  lip  well  developed ;  on  chin  well  developed ;  also 
strong  growth  in  front  of  ears  to  angle  of  jaw.  Growth  is 
sparse  between  angle  and  chin.  Chin  is  square  and  jaw 
heavy,  otherwise  face  is  female  type;  features  are  small; 
eyes  are  brown. 

Arms  not  well  developed,  hair  growth  well  developed. 

Hands  medium  in  size;  fingers  square  and  strong,  with 
large  joints. 

Neck  larger  than  normal  for  a  female. 


J.  RIDDLE  GOFFE.  283 

Mammary  Glands.  No  mammary  development ;  neither 
fat  nor  glandular  tissue. 

Areola  dark  brown  and  about  \  inch  in  extent  from  nip- 
ple.   It  is  encircled  by  small  black  hairs.    Nipple  erectile. 

Abdomen.  Longitudinal  hair  line  well  developed  from 
one  inch  above  umbilicus  to  pubic  hair,  which  is  very  thick. 
There  is  no  transverse  abdominal  hair  line. 

Spine.    No  deformity. 

Lower  Extremities.    Hair  growth  excessive. 

Pelvis  flaring.  Measurements:  Internal  spinous,  27 J 
cm. ;  internal  crests,  28|-  cm. ;  external  conjugate,  18  cm. ; 
biceps  femoris,  32  cm. 

Heart,  normal. 

Lungs,  normal. 

On  examining  the  genitals  the  enlarged  clitoris  with 
prominent  glans,  as  shown  in  Fig.  1,  obtruded  itself  and 
became  erectile  on  the  slightest  touch.  It  was  surrounded 
with  a  corona  of  hair  and  surmounted  on  the  mons  veneris 
with  a  luxuriant  tuft.  An  excessive  growth  of  hair  covered 
all  the  surrounding  parts  and  extended  down  on  to  the 
thighs.  The  clitoris  measured  three  inches  in  length  and 
three  and  a  half  inches  in  circumference.  The  foreskin  could 
be  drawn  forward  on  to  the  glans,  but  retracted  strongly 
in  erection.  The  clitoris  was  restricted  in  its  action  as  in 
chordee  by  a  broad  frenum,  which  reached  from  near  the 
glans  down  to  the  under  surface  of  the  symphysis  and  dis- 
appeared within  a  little  opening  one-quarter  of  an  inch  in 
diameter,  the  urogenital  cleft.  A  narrow  strip  of  mucous 
membrane  ran  along  the  free  border  of  the  frenum  as  in 
cases  of  hypospadias.  The  clitoris  was  impervious  and 
the  meatus  urinarius  could  not  be  discovered.  Below  the 
introitus  was  a  broad  perineum  reaching  to  the  anus.  The 
vaginal  opening  took  a  Peaslee  sound  readily  to  the  depth 
of  four  and  a  half  inches  and  the  caliber  of  the  canal  seemed 
to  enlarge  at  the  distal  end.  Under  bimanual  manipula- 
tion with  finger  in  the  rectum  no  internal  generative  organs 
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could  be  outlined  except  a  cord-like  extension  from  the 
upper  end  of  the  vagina. 

The  patient  insisted  that  ''the  growth"  was  a  great 
annoyance,  that  it  made  her  different  from  other  girls,  and 
she  wanted  it  taken  off.  When  asked  if  she  preferred  to  be 
made  like  a  man  or  a  woman,  said  decidedly,  "a  woman." 
Accordingly  she  was  sent  to  the  Polyclinic  Hospital,  and 
the  operation  was  done  March  11, 1903,  in  the  presence  of 
the  class  and  some  invited  guests. 

Operation.  With  the  patient  under  ether  and  the  parts 
shaved  and  sterilized,  by  a  little  steady  pressure  I  gradually 
insinuated  my  little  finger  into  the  urogenital  cleft  to  its 
full  length  and  then  the  index  finger,  being  careful  to  dilate 
rather  than  tear.  At  the  depth  of  two  and  a  half  inches  a 
strong  constricting  band  of  dense,  resisting  tissue  was  en- 
countered, through  which  my  finger  was  forced  with  diffi- 
culty. With  the  tissue  put  upon  the  stretch  by  bearing 
down  with  this  finger  strongly  on  the  perineum,  two  lateral 
incisions  (one  on  either  side)  were  made  with  scissors  from 
the  outer  edge  of  the  canal  to  and  including  the  constrict- 
ing band.  The  depth  of  these  incisions  went  only  through 
the  vaginal  sheath.  By  firm  pressm'e  first  with  one 
finger  in  the  m'ogenital  cleft  and  then  with  two  these  inci- 
sions were  torn  deep  into  the  tissues,  resisting  strands  being 
snipped  as  they  presented.  In  this  way  the  caliber  of  the 
cleft  was  enlarged  to  a  diameter  of  two  and  a  half  inches. 
At  this  juncture  the  meatus  m'inarius  was  searched  for  and 
discovered  just  mider  the  internal  border  of  the  symphysis 
pubis,  and  a  catheter  passed,  demonstrated  the  position  of 
the  bladder  and  the  presence  of  m-ine.  The  skin  adjacent 
to  the  vulva  was  so  harsh  and  bristled  so  with  hair  that  it 
was  not  available  for  filling  in  the  lateral  gaps  in  the  mucous 
membrane  of  the  vagina.  The  only  apparent  resource  was 
to  allow  them  to  fill  up  by  granulation,  when  suddenly  the 
thought  occurred  to  me.  Why  not  use  the  skin  covering  the 
clitoris?    This  was  soft  and  delicate  and  free  from  hair.    It 


Fig.  1. 


Appearance  before  operating.  The  round  black  spot  below  the  clitoris  shows 
opening  to  vagina.  From  its  upper  border  a  strip  of  mucous  membrane  extended  to 
the  g)ans  along  the  free  border  of  the  frenum..  Mucous  membrane  covered  the 
median  line  of  perineum  for  two  inches  toward  the  anus  ;  shows  light  in  the  picture. 


Fin.  •-'. 


The  clitoris  after  removal,  the  skin  having  been  dissected  off';  exact  size. 
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was  therefore  decided  upon.  A  longitudinal  incision  was 
made  along  the  dorsum  of  the  clitoris  and  another  along  the 
ventral  surface,  and  a  circular  incision  just  back  of  the 
corona  of  the  glans.  These  flaps  were  carefully  dissected  off 
down  to  the  base  of  the  clitoris  and  left  attached.  The  base 
of  the  clitoris  was  transfixed  inside  the  flap  with  chromic 
gut  and  cut  away.  (Fig.  2.)  The  flaps  of  skin  with  their 
bases  still  attached  were  drawn  down  into  the  urogenital 
cleft  and  stitched  in  position  on  either  side  by  catgut  su- 
tures, care  being  taken  to  make  them  reach  in  as  far  as  pos- 
sible by  dragging  down  the  skin  upon  the  mons  veneris  and 
abdomen  and  holding  it  in  place  by  firm  straps  of  adhesive 
plaster  passed  around  under  each  thigh.  The  clitoris  meas- 
uring thi'ee  and  a  half  inches  in  circumference,  afforded  two 
flaps,  each  one  and  a  half  inches  wide,  growing  broader  at  the 
base.  These  together  with  the  anterior  and  posterior  strips 
of  membrane  of  the  cleft  made  a  vaginal  canal  of  goodly 
proportions.  The  strip  of  mucous  membrane  on  the  under 
surface  of  the  frenum  was  saved,  drawn  up  and  stitched  to 
the  stump  of  the  clitoris.  The  purpose  of  this  was  to  give 
support  to  the  urethra  and  maintain  its  normal  position. 
It  also  made  a  vestibule  beneath  the  stump  of  the  clitoris. 
The  stump  was  covered  with  the  skin  from  the  mons  as 
it  was  drawn  down  by  the  adhesive  plaster. 

There  was  considerable  hemorrhage  from  the  lateral  in- 
cisions, but  no  large  vessels  were  incised,  and  what  hemor- 
rhage occurred  was  controlled  by  applications  of  adrenalin 
chlorid.  The  vaginal  canal  was  packed  moderately  full  of 
iodoform  gauze,  sufficient  pressiu-e  being  made  to  smooth 
out  the  skin  flaps  and  bring  their  entire  surface  in  contact 
with  the  underlying  tissue.  A  self-retaining  catheter  was 
inserted  into  the  bladder. 

The  dressings  were  removed  on  the  fourth  day  and  a  glass 
tube  substituted  in  the  vagina  to  maintain  pressure  upon 
the  flaps  and  secure  its  caliber,  as  shown  in  Fig.  3.  The 
entire  wound  healed  by  first  intention  and  the  patient  left 
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the  hospital  at  the  end  of  four  weeks.  Fig. .  2  shows  the 
exact  size  of  the  chtoris  after  being  stripped  of  skin  and 
removed. 

Fig.  4  shows  the  condition  at  that  time.  The  vagina 
closed  snugly,  but  readily  admitted  two  fingers  and  per- 
mitted of  further  dilatation  by  slight  pressure.  Later  digi- 
tal and  specular  examinations  revealed  a  small  cervix  at 
the  head  of  the  vagina,  which  took  a  small  sound  to  the 
depth  of  one  and  three-quarter  inches.  A  small  gland 
could  also  be  made  out  on  the  left  side,  but  it  had  more 
the  feel  and  shape  of  an  enlarged  lymphatic,  although  it 
may  be  a  rudimentary  ovary. 

Note. — October  1,  1903.  Patient  reported  at  my  office 
to-day.  Has  been  in  town  all  summer  taking  treatment 
three  times  a  week  for  removal  of  hair  from  her  lip  and  chin 
— electric  depilation — which  had  been  eminently  successful. 
External  genitalia  were  covered  with  new  growth  of  hair, 
and  at  general  glance  presented  perfectly  normal  appear- 
ance. The  vagina  took  the  usual  bivalve  speculum  easily 
and  without  pain.  The  vaginal  walls  were  smooth  and 
satisfactory  in  every  way ;  the  moisture  of  the  vagina  kept 
the  skin-flaps  soft  and,  to  the  touch,  indistinguishable  from 
the  mucous  membrane.  Patient  was  in  buoyant  frame  of 
mind  over  the  success  of  the  operation,  and  left  for  her 
home  the  next  day. 
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PREFACE. 


It  is  very  difficult,  in  these  clays  of  exact  science,  concen- 
trated energy,  and  precise  thought,  to  evolve  new  things. 
Our  recent  gynecologic  literature,  however,  has  been  more 
enriched  by  intelligent  discrimination  and  honest  revelation 
concerning  vital  issues  than  by  the  publication  of  novelties. 

A  collective  and  individual  study  of  the  subject  of  this 
thesis  seemed  warranted  by  the  conflicting  statements  re- 
garding it  with  which  we  are  confronted  in  medical  litera- 
ture. 

I  have  endeavored  to  thoroughly  familiarize  myself  with 
the  opinions  held  by  the  different  gynecologists  and  abdom- 
inal surgeons  throughout  the  world  regarding  cancer  of  the 
uterus  and  the  associated  part  played  by  the  abdominal  and 
pelvic  lymphatics.  I  have  personally  made  a  series  of 
careful  dissections  of  the  female  pelvis,  w^ith  the  double 
object  of  verifying  our  anatomic  knowledge  concerning 
the  lymphatic  structures  connected  with  the  uterus  and  of 
estimating  the  surgical  possibilities  and  limitations  asso- 
ciated with  their  removal.  As  a  further  aid  in  arriving  at 
practical  conclusions  in  this  regard,  I  carried  out  some 
experiments  on  the  living  bitch.  One  of  the  glands  of 
the  iliac  chain  was  dissected  out,  and  an  anilin  dye  was 
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injected  into  it  under  pressure,  distending  the  gland  and 
forcing  the  fluid  on  into  the  lymphatic  vessels  and  other 
glands  composing  the  chain,  in  order  that  I  could  form 
some  conception,  by  following  the  color  lines  left  by  the  dye, 
of  the  intricate  anastomosis  of  the  lymphatic  system  of  the 
iliac  region  and  locate  the  smaller  glands,  which  would  escape 
notice  in  the  course  of  ordinary  dissection.  I  also  forced  the 
dye  into  the  uterus,  between  the  muscular  coats,  so  that  I 
might  follow  its  tracings  out  along  the  broad  ligament  to  the 
pelvic  wall.  After  the  injections  were  made,  and  the  elas- 
ticity of  living  structure  could  not  be  further  utilized,  the 
animal  was  killed  and  dissections  were  carried  out.  I  have 
studied  a  large  number  of  microscopic  slides  illustrative  of 
the  subject  in  question.  Besides,  I  have  visited,  for  the 
express  purpose  of  looking  into  this  subject  as  thoroughly 
as  possible,  a  number  of  the  surgical  centers  of  Europe  and 
America,  so  that  I  might  personally  interview  those 
admittedly  most  familiar  with  this  subject,  as  well  as  to 
have  opportunity  to  note  the  practical  results  of  their 
investigations  as  evidenced  at  the  operating-table. 

As  I  desire  the  accompanying  thesis  to  be  as  brief  and  as 
simple  as  possible,  I  have  decided  to  make  use  of  no  quota- 
tions in  its  composition,  but  will  append  a  bibliography 
which  will  give  due  credit  to  those  whose  opinions  and  work 
have  been  carefully  considered  in  its  preparation. 


The  anatomy  of  the  lymphatic  structures  of  the  uterus 
and  their  connection  with  the  lymph  glands  of  the  pelvis 
and  abdomen  are  fairly  well  understood,  although  capable 
of  still  further  study. 

Beginning  at  the  mucous  membrane  of  the  uterus,  and 
going  outward,  the  lymphatic  anatomy  is  briefly  as  follows : 
In  its  incipiency  the  cancerous  growth  is  simply  a  localized 
process  originating  either  in  the  squamous  epithelium  of 
the  vaginal  portion  of  the  cervix,  in  the  cylindrical  epithe- 
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Hum  of  the  cervical  canal,  or  in  the  cylindrical,  ciliated 
epithelium  of  the  corpus.  From  this  original  starting 
point  the  epithelial  new-growth  dips  into  the  spaces  within 
the  underlying  connective  tissue,  and  proceeds  in  its  course 
through  this  structure  until  larger  lymph  spaces,  lined  with 
endothelium  and  found  around  the  capillaries  and  glands 
of  the  uterus,  are  reached.  Small  lymph  vessels  com- 
municate with  these  lymph  spaces,  and  empty  into  other 
perivascular  lymph  vessels  between  the  middle  and  outer 
muscular  layers  of  the  uterus.  Here  we  find  a  perfect  net- 
work of  anastomotic  lymph  vessels  from  all  parts  of  the 
uterus.  After  passing  through  the  meshes  of  this  lymphatic 
network,  the  carcinomatous  cells  emerge  from  the  borders 
of  the  uterus  into  a  limited  number  of  large  lymph  vessels, 
which  pass  into  and  through  the  parametric  connective 
tissue  structures  to  communicate  with  the  general  lymph- 
atic system  of  the  pelvis  and  abdomen. 

The  lymphatics  of  the  cervix,  after  passing  out  to  the 
periphery,  become  convoluted,  and  coalesce  with  neighbor- 
ing vessels  to  form  two  to  four  good-sized  vessels  on  each 
side,  which,  after  passing  through  one  or  two  small  lymph 
glands  found  in  the  parametrium,  a  short  distance  from  the 
cervix,  accompany  the  uterine  artery  through  the  para- 
metric tissue  to  the  lateral  wall  of  the  pelvis,  where  they 
cross  the  hypogastric  vessels  and  obturator  artery  and 
nerve,  and  empty  into  the  glands  at  the  bifurcation  of  the 
common  iliac  arteries.  Frequently  one  or  two  of  the  lymph 
vessels,  originating  from  the  cervix,  instead  of  accompany- 
ing the  other  lymph  vessels  to  the  pelvic  wall,  pass  into  the 
sacrouterine  ligaments,  ascend  in  front  of  the  sacrum,  and 
discharge  into  one  or  two  of  the  sacral  glands. 

The  lymphatics  of  the  fundus,  after  reaching  the  per- 
iphery, coalesce  into  two  trunks  on  each  side,  which  pass 
through  the  broad  ligament  between  the  Fallopian  tube  and 
ovary,  and,  following  the  course  of  the  ovarian  artery, 
empty  into  the  lumbar  glands.     The  lymphatics  from  the 
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uterine  horns  coalesce  to  form  one  or  two  small  vessels  on 
each  side,  which  accompany  the  round  ligament  and 
empty  into  the  upper  glands  of  the  inguinal  group.  Often- 
times a  lymph  vessel  from  the  fundus  empties  into  the 
glands  at  the  bifurcation  of  the  iliacs. 

There  has  been  a  good  deal  of  confusion  in  the  descrip- 
tions of  the  abdominal  and  pelvic  lymphatic  glands  which 
are  connected  with  the  uterus.  This  seems  unnecessary. 
The  anatomic  arrangement  of  the  glands  into  four  general 
groups  is  very  simple.  The  first  group,  which  we  may 
designate  the  iliac  glands,  is  a  practically  continuous  chain 
of  glands  extending  along  the  iliac  vessels  from  the  retro- 
inguinal  space  to  and  embracing  the  common  iliac  vessels. 
This  group  drains  the  upper  part  of  the  vagina,  cervix,  and 
bladder,  and  occasionally  assists  in  draining  the  fundus. 
The  second  group,  known  as  the  sacral  glands,  is  found  on 
the  anterolateral  aspect  of  the  sacrum,  and  drains  the 
rectum  and  assists  in  draining  the  cervix.  The  third 
group,  known  as  the  median  lumbar  glands,  is  found  lying 
over  the  second,  third,  and  fourth  lumbar  vertebrae,  around 
the  aorta  and  inferior  vena  cava,  and  drains  the  fundus  and 
ovary.  The  fourth  group  is  the  well-known  inguinal  group, 
the  upper  glands  of  which  drain  the  uterine  horn  and  the 
Fallopian  tube.  This  group  must  include  a  gland  found 
lying  on  the  obturator  membrane  and  connected  with  the 
inguinal  glands. 

For  purposes  of  more  accurate  description  and  differentia- 
tion, it  would  seem  advisable  to  subdivide  the  iliac  glands 
into  four  sets,  although  practically  they  form  one  con- 
tinuous chain,  the  names  given  to  these  conforming  with 
their  anatomic  and  vascular  relations.  The  first  set, 
three  or  four  in  number,  lying  in  the  retroinguinal  space, 
is  called  the  subinguinal  profunda  glands;  the  second  set, 
usually  three  in  number,  surrounds  the  external  iliac  artery, 
and  is  known  as  the  external  iliac  glands;  the  third  set,  two 
or  three  in  number,  found  around  the  junction  of  the  ex- 
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ternal  and  internal  iliac  arteries,  is  called  the  hypogastric 
glands;  while  the  fourth  set,  usually  three  in  number, 
surrounding  the  common  iliac  vein,  is  designated  the  com- 
mon iliac  glands.  All  these  sets  of  glands  are  intercom- 
municating, and  the  common  iliac  glands  send  efferent 
vessels  to  communicate  with  the  lumbar  glands.  Some 
authorities  make  the  common  iliac  glands  the  lower  division 
of  the  median  lumbar,  but  this  seems  to  me  to  be  an 
anatomic  error,  as  their  relationship  with  the  hypogastric 
and  external  iliac  glands  is  much  more  intimate  than  their 
relationship  with  the  lumbar. 

The  sacral  group  of  glands,  comprised  of  five  or  six  small 
glands,  is  situated  partly  along  the  course  of  the  median 
sacral  artery,  and  partly  at  the  anterior  sacral  foramina 
surrounding  the  lateral  sacral  vessels.  The  sacral  glands 
on  either  side  intercommunicate  with  each  other,  and  also 
anastomose  with  the  common  iliac  glands. 

The  lumbar  glands,  although  generally  depicted  as  a  dis- 
orderly bunch  of  four  or  five  glands  lying  on  the  front  of 
the  aorta  and  inferior  vena  cava,  showed,  in  my  dissections, 
a  very  definite  order.  Three  or  four  large  glands  ran  along 
the  left  side  of  the  aorta,  and  partly  overlapped  it;  a 
similar  number  were  found  on  the  right  side  of  the  artery, 
between  the  artery  and  vein,  and  almost  completely 
covered  by  the  vein;  these  two  chains,  lying  over  the 
second,  third,  and  fourth  lumbar  vertebrae,  were  connected 
about  the  level  of  the  second  lumbar  vertebrae  by  two  or 
three  glands  running  across  the  front  of  the  artery.  There 
was  also  a  general  vascular  intercommunication  between 
the  two  sets  of  vertical  glands  by  means  of  lymphatic 
vessels  running  behind  the  aorta. 

While  the  above  anatomic  detail  gives  us  a  fairly  good 
appreciation  of  the  usual  lymphatic  arrangement,  it  must, 
in  truth,  be  observed  that  one  often  encounters  many 
inconstancies.  The  glands  in  the  parametrium  are  not 
constant ;  one  of  the  hypogastric  glands  is  sometimes  found 
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abnormally  placed,  in  which  case  it  usually  lies  upon  the 
internal  iliac  vein;  a  lymph  vessel  has  been  observed 
springing  from  the  corpus  uteri  and  emptying  into  a  small 
gland  at  the  intersection  of  the  uterine  artery  and  the 
ureter;  the  vessels  from  the  cervix,  described  as  passing 
through  the  sacrouterine  ligament  to  empty  into  the  sacral 
glands,  are  not  constantly  present;  an  hypertrophied  gland 
has  been  observed  in  the  linea  alba,  a  short  distance  below 
the  umbilicus,  in  cancer  of  the  fundus — an  extension,  un- 
doubtedly, from  the  inguinal  glands;  injection  of  the 
cervix  of  cadavers,  with  subsequent  removal  of  the  uterus 
and  careful  search  of  the  pelvic  cavity,  has  revealed  the 
fact,  that  several  glands  in  various  positions,  other  than  the 
regular  glands,  were  injected.  These  and  other  minor 
irregularities,  while  frequently  present,  do  not  materially 
affect  the  general  arrangement  from  a  surgical  standpoint. 
Now  comes  the  question,  What  surgical  relation  do  the 
parametrium  and  lymph  glands  bear  to  cancer  of  the 
uterus?  In  considering  this  question  I  will  limit  the  dis- 
cussion to  the  part  borne  by  the  parametrium  and  glands 
in  cancer  of  the  cervix.  This  limitation  is  made  for  the 
following  reasons: 

1.  The  removal  of  the  glands  most  affected  by  cancer  of 
the  fundus — the  lumbar  glands — has  not,  as  yet,  been 
surgically  attempted. 

2.  The  glandular  involvement  in  cancer  of  the  fundus 
occurs  much  later  than  in  cancer  of  the  cervix,  and  from  a 
practical  surgical  standpoint  rarely  occurs  in  operable 
cases;  and,  further,  our  permanent  results  after  operations 
for  cancer  of  the  body,  if  performed  reasonably  early,  are 
comparatively  satisfactory.  The  reasons  for  this  seem  to 
me  to  be  twofold.  In  the  first  place,  cancer  of  the  fundus 
often  runs  a  course  of  benign  adenoma,  with  characteristic 
symptomatic  disturbance  —  hemorrhage  —  before  actual 
malignancy  sets  in;  and,  in  the  second  place,  a  new-growth 
in  the  fundus  is  spared  the  irritating  pressure  that  harasses 
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a  similar  new-growth  in  the  cervix  by  reason  of  the  greater 
density  of  the  pericervical  connective  tissue. 

In  the  consideration  of  the  subject  of  parametric  and 
glandular  involvement  in  cancer  of  the  cervix,  we  have  to 
face  such  a  conflict  of  opinion  that  at  first  sight  we  are 
nonplussed.  Deeper  investigation,  however,  enables  us, 
in  large  measure,  to  account  for  the  wide  discrepancies  ex- 
istent in  our  literature.  The  view  is  not  tenable  that  such 
disparity  can  exist  in  the  surgical  condition  of  the  patients 
presenting  themselves  for  treatment.  It  becomes  us,  then, 
to  critically  investigate  the  conception  and  methods  of  the 
men  whose  conclusions  are  so  much  at  variance.  Here,  I 
think,  we  can  find  the  true  solution  of  the  difficulty  and 
understand  the  reasons  for  the  apparent  conflict  in  resultant 
opinions. 

A  thoughtful  consideration  of  the  following  statements 
will  pave  the  way  for  a  critical  review  of  the  premises: 

1.  Invasion  of  the  parametrium  usually  precedes  gland- 
ular involvement;  in  fact,  the  parametrium  is  the  first 
tissue  involved  by  direct  extension  in  cancer  of  the  cervical 
canal. 

2.  The  parametrium  may  be  considerably  infiltrated  by 
carcinomatous  deposit  without  giving  palpable  or  ocular 
evidence  of  same ;  and,  moreover,  a  thickening  and  indura- 
tion of  the  parametric  structures  does  not  necessarily 
imply  malignant  involvement. 

3.  Enlarged  glands  are  not  always  cancerous;  cancerous 
glands  are  not  always  enlarged. 

4.  Cursory  microscopic  examination  of  glands  often  fails 
to  reveal  an  existent  carcinomatous  deposit.  Each  gland 
must  be  completely  cut  into  serial  sections,  and  each  section 
examined  before  a  definite  opinion  can  be  pronounced. 

Let  us  now  take  up  the  above  statements  seriatim  and 
amplify  them. 

The  parametrium  must  necessarily,  from  its  anatomic 
relation,  be  the  first  tissue  affected  by  metastatic  infiltra- 
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tion  in  cases  of  cancer  of  the  cervix.  Involvement  of  the 
pelvic  glands  would  rarely  take  place  except  as  a  secondary 
complication  to  parametric  involvement.  Indeed,  theoreti- 
cally at  least,  we  would  always  presuppose  a  carcinomatous 
infiltration  into  a  parametric  lymph  space  of  considerable 
size  to  be  a  necessary  forerunner  of  gland  infiltration.  A 
few  exceptional  cases,  however,  have  been  reported  in 
which  the  pelvic  glands  were  involved  without  concomitant 
parametric  involvement.  It  is  possible  that  in  these  rare 
cases  the  infection  travelled  by  way  of  the  nerve  trunks 
— the  sacral  plexus — as  recent  researches  have  proven 
that  the  perineurium,  epineurium,  and  endoneurium  may 
become  invaded  by  cancer  cells,  which  travel  thence  by 
means  of  the  lymph  radicles  and  lymph  spaces  of  the 
nerves.  The  lamellj©  of  the  nerve  sheath  become  separated 
by  the  cancer  cells,  which  cover  the  connective-tissue 
membranes  in  the  form  of  an  epithelial  layer,  and  there 
proliferate,  and  from  there  travel  farther.  One  observer 
succeeded  in  injecting,  from  the  sciatic  nerve,  the  entire 
pelvic  lymphatic  system  as  high  as  the  lumbar  glands, 
which  proves  the  intimate  relationship  existing  between 
the  nerves  and  the  lymphatics  in  the  pelvis.  Excluding, 
however,  exceptional  cases,  the  fact  remains  that  usually 
we  have  primary  parametric  involvement  and  secondary 
glandular  involvement.  This  being  so,  if  we  could  always 
operate  before  the  infection  travels  beyond  the  para- 
metrium we  would  be  able  to  exclude  gland  removal  from 
our  surgical  calculations.  We  have,  however,  at  the 
present  time,  no  certain  means  of  knowing  when  the 
disease  has  travelled  beyond  the  confines  of  the  para- 
metrium. But  this  we  do  know,  that  the  parametrium  is 
next  to  the  uterus  in  relative  importance  of  removal  in 
cancer  of  the  cervix;  that  it  is  involved  in  at  least  50  per 
cent,  of  all  our  cases;  and  that  its  thorough  removal  in 
every  case  should  double  our  percentage  of  permanent 
cures,   which,   in   truth,   is   shamefully   low.     The   exact 
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percentage  of  parametric  involvement  is  hard  to  determine, 
but  taking  an  average  of  opinion  50  per  cent,  is  a  con- 
servative estimate,  and  this  estimate  refers  to  the  cases 
presumed  to  be  operable. 

We  so  often  hear  such  remarks  as  ''the  parametrium  was 
normal,"  or  "the  parametrium  had  evidently  escaped 
infiltration,"  these  remarks  being  simply  an  excuse  for  bare 
extirpation  of  the  uterus.  Abundant  evidence  is  furnished 
us  in  our  literature  to  prove  the  fact  that  in  many,  I  might 
say  most,  of  our  cases,  we  are  likely  to  be  deceived  as  to  the 
real  condition  of  the  parametrium  if  we  rely  solely  on 
palpable  or  ocular  evidence.  An  increase  in  the  connective 
tissue  stroma  cells  or  a  vascular  hyperemia  may  cause  a 
thickening,  likely  to  be  misunderstood ;  while,  on  the  other 
hand,  actual  epithelial  masses  may  be  present  in  the  lymph 
spaces  and  give  no  macroscopic  sign  of  their  presence. 

One  of  the  most  pertinent  causes  for  differences  of 
opinion  has  been  the  fact  that  surgeons  have  been  looking 
for  enlarged  rather  than  diseased  glands.  The  assumption 
has  been  common  that  all  enlarged  glands  found  in  the 
neighborhood  of  cancerous  disease  were  cancerous,  and 
that  non-enlarged  glands  had  escaped  metastasis.  Abun- 
dant evidence  is  at  hand  to  prove  the  incorrectness  of  such 
an  assumption.  From  the  external  appearance  of  the  lymph 
glands  the  nature  of  the  anatomic  alterations  within  cannot 
be  guessed.     Four  factors  may  cause  gland  enlargement : 

1.  A  simple  hyperemia,  the  result  of  extraordinary  gland 
activity. 

2.  A  simple  hyperplasia,  a  secondary  result  of  long- 
continued  hyperemia. 

3.  Secondary  infection  of  the  gland  with  pyogenic  bacilli 
from  an  ulcerating  focus  in  the  original  tumor,  with  the 
concomitant  tissue  alterations  consequent  upon  such  a 
condition. 

4.  Actual  deposit  of  cancer  elements  in  the  gland. 

In  regard   to  this  last  cause,  it  must  not  be  forgotten 
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that  while  glands  are  frequently  enlarged  when  the  seat  of 
cancerous  deposit  they  are  by  no  means  always  so,  as 
we  frequently  find,  on  microscopic  examination,  cancerous 
deposits  in  glands  macroscopically  normal.  It  has  been 
asserted  that  carcinomatous  lymph  nodes  are  readily 
distinguished  from  simple  hyperplasia  by  the  presence  of 
a  peculiar  hardness  associated  with  the  increase  in  size. 
This  undoubtedly  is  true  in  some  instances,  but  too  much 
confidence  must  not  be  placed  in  this  diagnostic  sign.  The 
day  will  probably  come  when  surgeons  will  have  had  so 
much  experience  in  gland  palpation  that  fine  differentia- 
tions will  be  made;  but  at  present  it  is  safe  to  assert  that 
few,  if  any,  are  so  expert  with  their  fingers  as  to  diagnose 
unerringly  the  histologic  condition  existing  in  a  gland 
from  outside  palpable  evidence,  while  the  novice  might 
easily  mistake  the  normal  glandular  resistance  for  manifes- 
tation of  disease. 

The  microscopic  research  of  suspected  glands  has 
furnished  another  potent  source  of  disagreement.  Two 
factors  have  been  active  in  causing  this  discord.  In  the 
first  place,  there  has  been  a  conspicuous  lack  of  thorough- 
ness in  histologic  detail  work  on  the  part  of  many  investi- 
gators; and,  in  the  second  place,  there  has  been  a  difference 
of  opinion  in  regard  to  the  meaning  of  certain  microscopic 
delineations  that  have  come  to  light  in  the  course  of  histo- 
logic gland  investigation. 

We  would  expect  that  statistics  regarding  gland  involve- 
ment would  bear  a  direct  relation  to  the  amount  of  care 
expended  on  histologic  investigation;  and  such,  indeed, 
is  indubitably  the  truth.  The  majority  of  investigators 
have  been  satisfied  with  making  a  section  or  two  through 
some  part  of  a  gland  removed  at  operation,  and  failing  to 
find  evidence  of  cancer  in  those  particular  sections  have 
assumed  that  the  entire  gland  was  free  from  infection. 
Such  an  assumption  is  just  as  erroneous  as  that  which 
assumes  all  enlarged  glands  in  the  neighborhood  of  a  cancer- 
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ous  focus  to  be  cancerous.  Epithelial  deposit  may  be 
present  in  one  part  of  a  gland  and  absent  from  all  other 
parts ;  indeed,  in  the  early  stages  of  gland  involvement  this 
is  the  rule  rather  than  the  exception.  In  order,  then,  that 
histologic  data  concerning  this  subject  may  have  any  value 
it  is  necessary  that  each  gland  be  cut  into  serial  sections 
and  each  section  submitted  to  individual  examination. 
This  necessarily  implies  a  vast  amount  of  work,  and  only 
in  exceptional  instances  has  the  investigation  of  this  im- 
portant matter  been  thus  conscientiously  and  scientifically 
carried  out.  Most  of  the  data  on  the  subject  must  be 
entirely  discarded  on  account  of  our  lack  of  knowledge  as  to 
the  thoroughness  of  the  microscopic  work  on  which  opinions 
have  been  based.  Frequently  several  hundred  gland 
sections  have  been  examined  in  a  single  case  before  one 
containing  malignancy  was  found. 

In  examining  microscopically  the  regional  lymphatic 
glands  in  carcinoma  of  the  cervix,  we  find  in  about  12  per 
cent,  of  the  cases  anomalous  epithelial  formations.  The 
pictures  presented  are  multifarious.  In  the  majority  of 
instances  we  find  narrow,  more  or  less  branched,  glandular 
structures,  lined  with  a  single  layer  of  high  cylindrical 
epithelium.  Sometimes  these  gland-like  structures  are 
much  dilated — as  though  cystic — appearing  like  a  mucus- 
filled  space,  while  the  epithelium  is  often  low  and  flattened, 
resembling  endothelium.  Occasionally,  in  these  structures, 
we  find  ciliated  epithelium.  In  the  main  these  structures 
are  found  in  the  connective  tissue  of  the  periphery  of  the 
lymphatic  gland,  almost  directly  below  the  capsule  or  not 
far  from  it.  Here  and  there  they  force  themselves  more 
or  less  deeply  between  the  alveoli  toward  the  interior  of 
the  gland,  and  sometimes  they  broaden  out  into  the  paren- 
chymatous tissue  of  the  alveoli.  In  some  cases  we  find  a 
lymphatic  gland  permeated  with  these  interesting  tubular, 
gland-like  formations,  while  in  other  cases  we  find  only  an 
occasional  one. 
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Now,  the  questions  arise,  What  is  the  meaning  of  these 
structures,  and  what  relationship  do  they  bear  to  carci- 
noma? Do  they  represent  an  erratic  transitional  stage  of 
real  carcinomatous  metastasis,  or  is  their  presence  in  the 
glands  purely  the  result  of  embryonic  accident?  Many 
authorities  deny  any  relationship  between  these  structures 
and  carcinoma,  for  the  following  reasons: 

1.  The  elegance  and  regularity  of  their  structure. 

2.  The  presence,  oftentimes,  in  the  structure  of  a  sort  of 
connective  tissue  membrane. 

3.  The  occasional  presence  of  ciliated  epithelium. 

4.  The  fact  that  the  epithelium  present  in  the  structures 
sometimes  differs  from  that  composing  the  original  tumor. 

These  investigators  explain  their  presence  by  assuming 
them  to  be  an  embryologic  aberration  of  epithelium  from 
the  Wolffian  body.  In  opposition  to  those  who  hold  this 
view,  other  of  our  leading  observers  claim  these  epithelial 
formations  to  represent  a  true  metastasis,  even  though 
differing  histologically  from  typical  cell  nests.  There  is 
much  to  substantiate  this  latter  view: 

1.  It  is  hard  to  understand  how  fractional  parts  of  the 
Wolffian  body  reach  the  interior  of  the  lymphatic  glands. 

2.  Carcinomatous  masses  are  not  infrequently  sur- 
rounded by  a  sort  of  connective  tissue. 

3.  The  presence  of  ciliated  epithelium  is  not  always 
evidence  opposed  to  the  carcinomatous  nature  of  such 
structures,  as  the  presence  of  ciliated  epithelium  has  been 
found  by  several  authors  both  in  the  primary  tumor  and 
also  in  metastatic  formations. 

4.  It  does  not  necessarily  follow  that  the  histologic 
character  of  all  metastatic  formations  must  be  the  same  as 
that  of  the  primary  tumor,  as  metaplastic  changes  may 
have  taken  place.  For  instance,  typical  cancroid  masses 
have  been  observed  proliferating  from  carcinomatous  glands 
in  the  uterine  fundus. 

5.  At  the  Betina  Pavilion  in  Vienna  the  pelvic  lymph- 
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atics  in  eighty  cadavers  presenting  no  evidences  of  cancer 
were  cut  into  serial  sections,  and  these  sections  carefully- 
examined  without  revealing,  in  a  single  instance,  the 
presence  of  these  bastard  epithelial  formations. 

6.  I  have  observed  in  some  sections  three  distinct 
pictures  that  would  lead  me  to  believe  these  epithelial 
formations  to  be  a  primary  transitional  stage  of  a  real 
carcinomatous  metastasis.  In  one  part  of  the  section  the 
simple  gland-like  formations  are  seen;  in  another  part  the 
simplicity  of  the  picture  is  gone,  the  gland-like  structures 
being  surrounded  and  partially  filled  with  epithelial 
masses;  and  further  along  in  the  same  section  the  gland- 
like formations,  as  such,  are  entirely  absent,  this  part  of 
the  section  being  filled  with  characteristic  carcinomatous 
deposit. 

One  readily  sees  that  statistics  are  much  altered  by  the 
opinion  formed  concerning  these  structures,  occurring,  as 
they  do,  in  such  a  considerable  percentage  of  our  cases. 
And  just  here  the  question  is  in  order.  What  is  the  per- 
centage of  gland  involvement  in  carcinoma  of  the  cervix? 
If  foreign  statistics  are  to  be  relied  upon,  35  per  cent, 
would  strike  a  fair  average,  computed  upon  the  basis  of 
investigation  of  over  four  hundred  cases;  but,  allowing 
for  differences  in  conception  and  in  methods  of  investiga- 
tion, 25  per  cent,  would  appear  to  me  to  be  a  conservative 
estimate. 

Then  comes  the  momentous  question,  Is  it  desirable  to 
attempt  the  removal  of  the  regional  glands  as  a  routine 
measure  in  cancer  of  the  cervix?  If  the  glands  are  involved 
in  one  case  out  of  every  four,  the  question  seems  to  almost 
answer  itself.  The  surgeon  who  would  amputate  a  cancer- 
ous breast  and  fail  to  remove,  as  far  as  possible,  the  regional 
lymphatics,  would  be  regarded  as  a  very  inferior  operator. 
Why  should  not  the  same  criticism  apply  with  equal 
force  to  the  regional  lymphatics  in  cancer  of  the  cervix? 
The  time  is  ripe  for  gynecologic  surgeons  to  look  a  few 
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unadulterated  facts  straight  in  the  face.  In  the  first  place, 
the  bare  removal  of  the  uterus  cannot  be  regarded  as  any- 
thing but  a  palliative  measure;  in  the  second  place,  the 
parametric  connective-tissue  structures  should  be  removed 
as  thoroughly  as  possible  in  all  cases;  in  the  third  place, 
if  we  wish  our  pelvic  surgery  to  be  consistent  with  the 
principles  of  general  surgery  we  must  attempt  the  removal 
of  the  regional  glands  in  dealing  with  cancer  of  the  cervix. 
I  use  the  word  attempt  advisedly,  because  I  do  not  for  a 
moment  wish  to  convey  the  idea  that  I  consider  it  a  feasible 
surgical  procedure  to  denude  the  pelvis  of  all  its  lymphatic 
contents;  the  practical  scope  of  the  procedure,  however, 
will  increase  in  direct  ratio  to  our  familiarity  with  the 
technical  details  involved.  The  men  who  are  getting  the 
best  permanent  results  following  the  surgical  treatment  of 
mammary  cancer  are  those  who,  as  far  as  is  possible, 
systematically  clear  the  subclavian  and  axillary  vessels  of 
their  surrounding  adipose  and  cellular  tissue,  with  the  con- 
tained glands.  It  is  not  a  surgical  impossibility,  though 
technically  very  difficult,  to  clear  away  most  of  the  con- 
nective tissue,  with  its  contained  lymphatic  structures, 
from  around  the  obturator  and  iliac  vessels;  and  with  the 
use  of  more  feasible  methods,  and  greater  familiarity  with 
this  particular  dissection,  the  procedure  will  soon  lose  much 
of  its  difficulty  and  become  thoroughly  recognized  as  a 
practical,  scientific  operation  entitled  to  serious  considera- 
tion. 

It  is  rather  discouraging  to  find  one  of  our  leading 
journals  editorially  refer  to  those  who  advocate  intelligent 
consideration  of  gland  removal  as  "the  school  of  theorists," 
and  assert  that  such  chimeras  have  long  since  been  aban- 
doned. There  has  never  been  a  time  in  gynecologic 
history  when  this  subject  has  received  such  forcible  con- 
sideration as  is  being  expended  upon  it  at  the  present  time. 
It  is  true  that  the  subject  was  raised  in  this  country  a  few 
years  ago  and  abruptly  dropped;  but  the  spark  lighted 
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here  then  has  since  become  a  blaze  in  Germany  and  Austria, 
and  during  the  last  year  this  very  matter  has  been  the  chief 
theme  of  discussion  at  almost  all  gynecologic  congresses 
and  society  meetings  in  Germany,  to  say  nothing  of  the 
fact  that  considerable  attention  has  been  paid  to  it  in 
nearlj'^  all  other  countries,  our  own  among  the  number. 
It  was  really  a  noteworthy  fact  that  at  the  meeting  of  the 
International  Congress  for  G5^necology  and  Obstetrics,  held 
in  Rome  last  September,  the  five  representative  men  from 
different  countries  who  read  papers  on  "The  Surgical 
Treatment  of  Uterine  Cancer,"  without  an  exception, 
adA'ocated  the  removal  of  the  regional  glands  as  a  routine 
practice  in  cancer  of  the  cervix.  Furthermore,  the 
majority  of  the  best  German  gynecologists  are  to-day 
practising  gland  removal.  I  admit  that  in  many  instances 
their  methods  are  very  imperfect,  and  in  many  other 
instances  purely  farcical;  still,  out  of  just  such  imperfections 
of  detail  must  a  greater  degree  of  perfection  be  produced. 
It  is  painfully  apparent  in  many  of  the  foreign  operating 
rooms  that  the  attempt  at  gland  removal  does  not  repre- 
sent any  really  scientific  effort,  but  is  a  purely  theoretical 
grand-stand  performance;  and  it  is  just  as  apparent  in 
other  operating-rooms  that  serious,  painstaking  effort  is 
being  made  to  accomplish  some  really  practical  results 
along  this  line  of  surgical  adventure,  and  from  such  honest 
labor  a  truly  meritorious  harvest  may,  sooner  or  later,  be 
expected. 

The  question  of  operative  procedure  in  cancer  of  the 
cervix  is  hardly  embraced  in  the  scope  of  this  thesis; 
nevertheless,  it  seems  pertinent  to  the  subject  to  make  a 
few  general  statements: 

1.  The  desiderata,  in  order  of  relative  importance,  are: 
a.  Removal  of  the  uterus. 
h.  Removal  of  the  parametric  connective  tissue. 

c.  Removal  of  the  upper  part  of  the  vagina. 

d.  Removal  of  the  regional  lymphatics. 
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2.  Vaginal  hysterectomy  has  no  place  as  a  curative 
operation  in  cancer  of  the  cervix.  Nothing  but  palliative 
benefits  should  be  expected  from  it.  Undoubtedly  it  will 
die  a  hard  and  lingering  death  on  account  of  its  ease  of 
performance,  its  low  mortality  rate,  and  the  fact  that  the 
occasional  surgeon  can  readily  perform  it.  It  is  gratifying, 
however,  in  perusing  our  late  literature,  to  see  the  over- 
whelming preponderance  of  opinion  in  favor  of  some 
abdominal  method  of  operating. 

3.  The  abdominal  route,  which  would  include  the  com- 
bined abdominal  and  vaginal,  is  the  only  one  that  permits 
us  to  be  sufficiently  radical  to  obtain  results  that  promise 
some  hope  of  permanency.  I  do  not  deem  any  operation 
worthy  of  consideration  that  does  not  succeed  in  accom- 
plishing at  least  the  first  three  of  the  above-mentioned 
desiderata;  the  fourth  will  gradually  grow  out  of  the 
performance  of  the  other  three.  Such  a  radical  operation 
as  is  here  implied  presents  technical  difficulties  that  will  be 
surmounted  only  by  experienced  surgeons,  and  even  with 
these  it  will  not  be  popular  until  they  have,  with  prolonged 
practice,  reduced  the  operation  to  a  reasonable  time-limit 
of  performance  and  cut  down  its  higher  mortality  rate. 
The  disease  we  aim  to  ameliorate  is  assuming  such  awful 
proportions  that  we  must  abandon  all  traditional  routine 
and  thoughtfully  adopt  such  measures  as  seem  to  promise 
more  lasting  benefits,  regardless  of  the  difficulties  to  be 
overcome  in  their  adoption. 

4.  That  operation  will  outlive  all  others  which  permits 
the  accomplishment  of  the  previously  mentioned  desiderata 
with  the  least  injury  to  peritoneal  structures,  and  at  the 
same  time  afford  the  greatest  protection  to  the  ureter  and 
important  vessels. 
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HISTOGENESIS  OF  GLANDULAR  CYSTS  OF 
THE  OVARY. 


By  John  G.  Clark,  M.D., 
Philadelphia. 


Innumerable  papers  have  been  written  concerning  the 
etiology  of  glandular  cysts  of  the  ovary. 

In  general  there  have  been  four  theories  advanced  as  to 
their  origin: 

1.  From  Pfliiger's  tubules. 

2.  From  Graafian  follicles. 

3.  From  detached  portions  of  the  Miillerian  ducts. 

4.  From  remains  of  the  Wolffian  body. 

That  all  of  these  theories  are  plausible  is  proved  by  the 
fact  that  each  has  had  strong  advocates  among  the  best 
histologists  and  pathologists. 

Only  the  study  of  the  origin  of  the  ovary  and  its  charac- 
teristic parts  is  likely  to  lead  to  a  solution  of  this  question. 

There  is  no  longer  any  contention  as  to  the  origin  of  the 
testicle  and  the  ovary,  for  it  is  universally  conceded  that 
they  are  direct  outgrowths  from  the  germinal  epithelium 
of  the  Wolffian  body.  As  this  body  is  developed  a  germ- 
inal area  becomes  well  defined  on  its  medial-ventral  aspect, 
which  constitutes  the  earliest  visible  appearance  of  the 
sexual  glands.  The  peritoneal  epithelium,  which  covers 
the  Wolffian  body  at  this  point,  undergoes  a  modification 
into  germinal  epithelial  cells,  which  subsequently  are  trans- 
formed into  primordial  ova.  At  this  point  a  difference  of 
opinion  as  to  the  origin  of  the  follicles  arises.     Pfliiger  has 
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claimed  that  this  niushroom-hke  hillock  is  first  formed 
into  superficial  tubules  which  penetrate  from  the  surface 
into  the  heaped-up  mass  of  epithelium,  and  that  these  are 
snared  off,  thus  forming  innumerable  spaces  containing 
germinal  epithelium,  the  largest  part  of  which  constitutes 
the  lining  of  the  follicle  (membrana  granulosa),  the  one  or 
two  higher  specialized  cells  in  each  follicle  becoming  primi- 
tive ova. 

Walde5^er,  on  the  other  hand,  holds  the  view  that  the 
germinal  hillock  is  first  divided  into  ova  compartments  by 
outgrowths  of  connective  tissue,  shooting  upward  from  the 
imderlying  Wolffian  body  into  the  mass  of  epithelium,  and 
that  these  compartments  are  ultimately  subdivided  into 
the  primitive  follicles. 

These  two  views  are,  therefore,  diametrically  opposed  to 
each  other,  for  Pfliiger  would  have  us  believe  that  these 
gland-like  tubes  are  formed  superficially  and  penetrate 
into  the  germinal  hillock.  Waldej^er,  on  the  other  hand, 
insists  upon  the  basal  formation  first  of  primitive  follicles 
nearest  the  surface  of  the  Wolffian  body.  With  the  latter 
theory  I  am  in  full  accord,  for  in  a  stud}^  of  a  very  large 
series  of  embryonic  ovaries  I  have  never  found  the  slightest 
support  for  Pfliiger 's  theory,  whereas,  both  in  the  embryo 
and  further  in  the  normal  and  pathologic  anatomy  of  the 
adult  ovary,  constant  confirmation  of  Waldeyer's  theory 
is  in  evidence.  Therefore,  I  believe  the  theory  as  to  the 
origin  of  adenomatous  cysts  from  Pfliiger's  tubules  must 
be  abandoned. 

As  to  the  origin  of  glandular  cysts  from  the  follicles, 
through  a  transformation  of  the  lining  membrane  of  these 
cavities  from  a  simple,  non-secreting  cuboidal  to  a  high 
cylindrical  secreting  type  of  cell,  is  a  difficult  conception, 
to  say  the  least. 

The  liquid  within  the  normal  Graafian  follicle  (liquor 
folliculis)  is  a  clear,  serous  fluid,  whereas  the  contents  of  a 
glandular  ovarian  cyst  is  thick  and  viscid,  and  its  chemical 
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constituents  are  radically  different  from  those  of  the  former 
fluid. 

That  cells  are  capable,  within  certain  limitations,  of 
changing  their  character  there  can  be  little  doubt,  as  wit- 
nessed by  the  metamorphosis  of  a  benign  fibroid  tumor  into 
a  malignant  sarcoma,  but  that  such  a  radical  transition 
should  take  place  in  the  lining  membrane  of  a  Graafian  fol- 
licle, so  that  its  constituent  cells  not  only  completely  change 
their  morphology,  but  likewise  take  upon  themselves  a 
totally  new  physiology,  is  inconceivable  in  the  light  of 
modern  pathology  and  histology. 

It  is  the  object  of  this  paper  simply  to  point  out  the 
salient  objections  to  the  two  foregoing  theories,  and  their 
further  discussion  will  be  passed  over  to  the  two  more  im- 
portant theories — first,  the  origin  of  glandular  cysts  from 
embryological  deviations  of  the  Miillerian  ducts,  and, 
second,  from  the  remains  of  the  secreting  portions  of  the 
Wolffian  tubules. 

As  to  the  first  theory,  so  far  there  has  been  no  strong 
confii'matory  evidence  in  its  favor. 

A  recent  research  upon  the  Wolffian  body  by  Mac- 
Calhmi^  is  so  full  of  valuable  points  confirmatory  of  the 
second  theory  that  a  brief  abstract  of  his  paper  will  greatly 
enhance  the  argument  which  will  be  offered  in  its  support. 

THE  COMPLETELY  DEVELOPED  WOLFFIAN  BODY. 

MacCallum,  in  a  very  large  series  of  human  embrj'os  in 
Mall's  collection,  was  able  to  follow  the  development  of  the 
Wolffian  and  Miillerian  ducts  from  their  earliest  appearance 
to  their  final  atrophy  in  both  sexes. 

At  the  height  of  its  development  the  Wolffian  l:>ody  pre- 
sents three  main  surfaces — the  ventro-medial,  the  dorso- 
meclial,  and  the  lateral. 

Three  borders  are  formed — the  ventral,  caused  by  the 
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ridge  in  which  the  Wolffian  duct  is  situated,  the  medial 
border  toward  the  aorta  from  which  the  sexual  gland 
springs,  and  the  roimded  dorsal  border.  The  Wolffian 
duct  running  upon  the  ventral  border  has  many  lateral 
tubules  which  are  very  tortuous  and  finally  terminate  in 
the  Malpighian  bodies. 

MacCallum's  description  of  his  beautiful  reconstructed 
wax  model  is  as  follows:  "The  com'se  of  the  tubule  can  be 
made  out  plainly  from  its  beginning  in  the  Malpighian  body 
to  its  termination  in  the  Wolffian  duct.  The  Bowman's 
capsule  (to  use  a  term  usually  employed  in  describing  a 
similar  structure  in  the  permanent  kidney)  narrows  down  to 
a  fine  tube  which  runs  forward  toward  the  ventral  border. 
Here  it  turns  and  follows  the  lateral  surface  of  the  gland  to 
a  short  distance  from  the  dorsal  border,  where  it  turns 
abruptly  on  itself,  forming  a  large  loop,  and  returns  to  the 
region  of  the  anterior  border.  Here  it  becomes  somewhat 
convoluted  and  then  passes  over  to  the  region  of  the  dor- 
sal border,  where  it  is  again  tlii'own  into  convolutions. 
From  the  dorsal  border  it  proceeds  around  on  the  lateral 
surface  of  the  gland  to  empty  into  the  Wolffian  duct.  Cer- 
tain differences  in  the  cahbre  of  the  tubule  are  to  be  noted. 
The  collecting  tubule  arising  in  the  capsule  of  Bowman  is 
small,  and  is  lined  by  cubical  epithelium.  In  the  region 
of  the  lateral  surface  it  passes  into  a  tube  many  times  larger 
lined  by  large  columnar  epithelium  cells  containing  granular 
protoplasm.  These  cells  seem  to  be  secretory  in  character. 
This  large  tube  forms  a  complete  loop,  as  shown  in  Fig.  3 
and  passes  over  in  the  region  of  the  anterior  border  into  a 
much  smaller,  somewhat  convoluted  segment  of  the  tubule. 
This  one  runs  across  the  surface  of  the  Malpighian  bodies, 
where  it  becomes  again  greater  in  diameter,  to  join  with 
another  convoluted  segment  in  the  region  of  the  dorsal 
border. 

"Special  names  might  be  given  to  the  different  parts  of 
the  tubule,  but  until  their  significance  is  more  definitely 
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known  this  could  be  of  little  value.  There  is,  however,  a  very 
distinct  division  into  a  secretory  and  a  conducting  part.  In 
the  two  convoluted  portions  anastomosis  sometimes  occurs. 
The  epithelium  lining  the  large  secretory  loop  and  the  larger 
parts  of  the  middle  segment  of  the  tubule  is  represented  in 
Fig.  4,  S.  T. 

"  The  cells  are  large,  cylindrical,  and  somewhat  rounded. 
The  protoplasm  is  granular  in  the  basal  half  of  the  cell  and 
quite  clear  in  the  other  half.  The  nucleus  is  oval  and  situ- 
ated near  the  centre  of  the  cell,  usually  at  the  edge  of  the 
granular  half.  The  epithelium  lining  the  collecting  tubules 
(Fig.  4,  C.  T.)  is  made  up  of  cubical  cells  rich  in  granules 
throughout.  The  nuclei  are  round  and  stain  deepl)?^  in 
hematoxylin.  The  lines  of  demarcation  between  these 
cells  are  not  plainly  visible,  while  in  the  secretory  portion 
of  the  tubule  each  cell  can  be  seen  distinctly." 

The  chief  points  which  I  would  especially  bring  promi- 
nently into  the  foreground  in  this  latest  description  of  the 
tubular  system  of  the  Wolffian  body  is  that  it  is  distinctly 
segmented  so  far  as  its  anatomy  is  concerned.  First,  there 
is  the  main  Wolffian  duct,  next  a  lateral  collecting  tubule 
lined  by  cubical  epithelium,  non-secretory  in  character, 
which  enlarges  into  another  segment  lined  by  high  cylin- 
drical cells,  each  cell  having  a  clear  transparent  half  and  a 
basal  or  granular  half  containing  a  nucleus  embedded  in 
granular  protoplasm.  This  final  segment  ultimately  breaks 
up  into  two  or  more  terminals  which  may  anastomose  be- 
tween themselves  before  they  enter  the  Malpighian  bodies. 

The  remains  of  the  collecting  tubules,  which  are  always 
found  in  the  folds  of  the  broad  ligament,  running  off  as 
laterals  from  the  Wolffian  duct  (Gartner's  duct),  as  is  well 
known  give  rise  to  unilocular  parovarian  cysts  filled  with 
clear  serous  fluid. 

Whence  do  the  multilocular  glandular  cysts  arise? 

In  answering  this  question  must  we  not  take  into  account 
the  remaining  portion  of   the  Wolffian  tubules  described 
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by  MacCalliim,  which  contain  typical  secretory  glandular 
epithelium? 

The  Wolffian  body,  after  the  testicle  or  ovary  are  well 
formed,  undergoes  almost  complete  atrophy,  leaving  in  the 
male  the  Wolffian  duct  and  its  tubules,  which  form  the 
efferent  conducting  apparatus  of  the  testicle.  In  the  female 
this  extensive  system  of  ducts  undergoes  atrophy,  but  does 
not  wholly  disappear,  for  its  dwarfed  remains  may  still  be 
found  in  the  adult  woman  in  the  broad  ligament  between 
the  Fallopian  tube  and  the  hilus  of  the  ovary.  In  addition 
to  this  tubular  system  in  every  series  of  normal  ovaries 
a  number  wall  be  found  containing  gland-like  spaces.  In 
the  superficial  part  of  the  ovary  these  are  said  to  be  remains 
of  Pfliiger's  tubules.  But  as  these  spaces  are  usually  lined 
by  cubical  non-secretory  cells  it  would  appear,  after  an 
extensive  study  of  innumerable  ovaries,  that  they  are 
merely  adventitious  spaces,  formed  accidentally  either  in 
the  developmental  stage  of  the  ovary  or,  still  more  likely, 
from  the  repeated  rupture  of  follicles.  There  are  other 
gland-like  spaces,  however,  which  contain  typical  secretory 
epithelium,  and  these,  according  to  my  opinion,  are  the 
remains  of  the  secreting  portion  of  the  Wolffian  tubules, 
and  are,  therefore,  the  progenitors  of  multilocular  glandular 
cj'^sts. 

If  we  study  the  excellent  drawing  in  Kelly's  Practical 
Gynecology,  Fig.  5,  made  by  Brodel,  representing  the 
remains  of  the  Wolffian  duct  and  its  tubules  in  the  broad 
ligament,  it  is  found  that  the  Wolffian  duct  runs  parallel 
with  the  Fallopian  tubes,  while  the  collecting  tubules  (paro- 
varia! tubules)  rim  at  right  angles  from  the  main  duct  and 
terminate  within  the  folds  of  the  broad  ligament  at  the 
hilus  of  the  ovary. 

MacCallum's  work  is  a  pioneer  research  as  to  the  actual 
secreting  type  of  cells  in  the  terminal  portions  of  the 
Wolffian  tubules,  and  is  so  recent  that  as  yet  no  attempt 
has  been  made  to  trace  its  remains  in  the  adult  ovary. 
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While  the  material  at  my  command  is  not  extensive, 
for  it  is  not  usual  even  in  a  large  pathologic  collection  to 
find  the  earliest  stages  of  ovarian  cj^sts,  I  believe  the  fol- 
lowing case  is  a  contributory  bit  of  evidence  in  favor  of  the 
origin  of  multilocular  ovarian  cysts  from  the  remains  of  the 
secretory  portions  of  the  Wolffian  body  which  may  lie 
dormant  in  the  ovary  mitil  they  spring  into  active  patho- 
logic development,  and  thus  lead  to  the  formation  of 
multilocular  glandular  cysts. 

Gynecologic  No.  415.  Patient  aged  fifty-five  years. 
Slender  in  build,  considerably  emaciated.  Abdomen 
prominent.  Ankles  slightly  edematous.  On  palpation  of 
the  abdomen  a  globular  tumor  rising  a  hand's  breadth 
above  the  umbilicus  is  felt.  It  is  uniform  in  consistence 
and  can  be  pushed  from  side  to  side  by  manipulation.  On 
percussion  the  classical  signs  of  an  ovarian  cyst  are 
elicited. 

Pelvic  Examination.  Cervix  normal.  Uterus  senile, 
pushed  forward  against  symphysis  pubis  by  a  fluctuating 
tumor  rising  high  up  into  the  abdomen. 

Diagnosis.    Multilocular  ovarian  cyst. 

Operation,  Cystectomy  right;  salpingo-oophorectomy 
left.  On  making  a  three-inch  incision  into  the  abdominal 
cavity  a  glistening,  pearly  white  tumor  was  found  slightly 
adherent  to  the  anterior  abdominal  wall.  The  tumor  was 
evacuated  of  about  twelve  litres  of  thick,  semigelatinous 
fluid.  The  collapsed  tumor  walls  were  drawn  out  through 
the  incision  and  the  large  fleshy  pedicle  ligated. 

This  tumor  presented  the  usual  characteristics  of  a 
simple  multilocular  glandular  ovarian  cyst.  On  examina- 
tion the  opposite  ovary  presented  a  unique  appearance, 
showing  the  earliest  visible  development  of  a  multilocular 
cyst.  The  follicle-bearing  portion  of  the  ovary  had  under- 
gone the  usual  climacteric  atrophy,  and  only  a  small  scler- 
otic body  about  the  size  of  an  almond  remained.  On  the 
border  line  between  the  hilus  of  the  ovary  and  the  follicle- 
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bearing  zone  represented  by  the  so-called  Waldeyer's  line, 
several  small  glistening  translucent  cysts  were  seen.  These 
were  grouped  together  in  only  one  portion  of  the  para- 
oophoron.     This  ovary  and  tube  were  removed.    (Fig.  8.) 

Serial  sections  of  the  entire  ovary  were  made.  The 
outer  pole  of  the  ovary  presented  the  usual  characteristics 
of  a  senile  ovary.  Small  cystic  follicular  spaces  were  found, 
but  not  the  slightest  evidence  of  glandular  elements  were 
found  in  their  walls.  On  approaching  the  true  cystic  areas 
numerous  tubular  convoluted  glandular  spaces  were 
discovered,  (Fig.  6.)  These  spaces  were  lined  bj^  high 
columnar  mucous  Secreting  cells,  situated  upon  a  typical 
basal  membrane  outside  of  which  the  ovarian  stroma 
was  noted.  On  tracing  a  tubule  throughout  various  sec- 
tions it  was  found  to  be  greatly  convoluted,  and  in  many 
places  lateral,  bay-like  outgrowths  into  the  surrounding 
ovarian  tissue  were  observed.  Some  of  these  tubules  could 
be  traced  to  a  terminal  blind  extremity,  where  they  became 
dilated,  forming  typical  loculi  of  a  multilocular  cyst. 
(Fig.  7.)  On  continuing  the  sections  to  the  inner  pole  of 
the  ovary  this  glandular  tissue  disappeared  abruptly,  and 
no  fm'ther  trace  of  it  could  be  found.  Beneath  the  gland- 
ular area  the  true  ovarian  tissue  presented  the  dense 
atrophic  condition  usually  noted  after  the  climacterium. 

From  this  specimen  the  following  conclusion  is  drawn: 
The  location  of  the  tubules  corresponds  in  position  with 
that  which  would  be  expected  if  these  represent  the  remains 
of  the  secreting  tubular  system  of  the  Wolffian  body,  for 
they  are  situated  in  the  paraoophoron  and  in  the  central 
stroma  of  the  ovary  outside  the  follicle-bearing  area  and 
in  the  most  dependent  portion  of  that  part  of  the  broad 
ligament  which  is  reflected  on  to  the  ovary. 

From  the  pathologic  description  of  this  case  I  would 
point  out  the  salient  points  which  go  to  sustain  the  argument 
in  favor  of  the  origin  of  glandular  cysts  of  the  ovary  from 
remains  of  the  secretory  tubules  of  the  Wolffian  body. 
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1.  Numerous  tubular  gland-like  spaces  lined  by  high 
columnar  secretory  epithelium  are  seen  meandering 
throughout  a  localized  area  of  the  ovary. 

2.  This  area  lies  in  the  hilus  of  the  ovary. 

3.  In  immediate  proximity  to  this  area  follicles  are  found 
which  show  naught  but  their  usual  histologic  character- 
istics, the  cells  of  the  membrana  granulosa  being  cubical 
in  shape  without  the  vaguest  evidence  of  a  secretory  func- 
tion, whereas  the  true  glandular  spaces  possess  the  char- 
acteristic elements  of  a  tubular  gland  lined  by  typical 
secretory  cells. 

Conclusions.  1.  In  the  broad  ligaments  of  the  adult 
woman  the  Wolffian  duct  and  its  collecting  tubules  are 
represented  by  the  so-called  Gartner's  duct  and  the  par- 
ovarial  tubules. 

2.  If  MacCallum's  excellently  reconstructed  tubular 
system  of  the  Wolffian  duct  is  correct,  the  secretory  por- 
tions of  the  tubules  must  be  accounted  for  in  the  adult 
ovary. 

3.  The  origin  of  multilocular  glandular  ovarian  cysts  is 
much  more  rationally  explained  upon  the  basis  that  they 
spring  from  these  embryonic  remains  of  the  secretory  sys- 
tem than  from  pathologic  changes  occurring  in  the 
Graafian  follicle,  or  in  the  remains  of  the  so-called  Pfliiger's 
tubule. 

4.  The  case  above  described  shows  a  glandular  secretory 
tubular  system  which  strongly  suggests  in  its  devious 
ramifications  that  described  by  MacCallum  as  the  secretory 
portion  of  the  Wolffian  tubule. 

5.  At  various  points  in  this  tubular  system  dilatations 
forming  loculi  are  noted,  suggesting  the  theory  that  mul- 
tilocular glandular  ovarian  cysts  arise  from  outgrowths  of 
these  embryologic  remains  of  the  secretory  portions  of  the 
tubular  system  of  the  Wolffian  body. 
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DESCRIPTION   OF   PLATES. 

Fig.  1  (MacCallum,  American  Journal  of  Anatomy)  represents  the 
Wolffian  body  undergoing  atrophy.  The  Miillerian  duct  (M)  is  seen 
as  a  dark  line  running  to  the  left  of  the  Wolffian  duct.  The  lateral 
collecting  tubules  of  the  Wolffian  duct  are  seen  running  off  at  right 
angles  penetrating  into  the  depths  of  the  partially  atrophied  Wolffian 
body.  To  the  left,  and  springing  from  the  surface  of  the  Wolffian  body 
(O),  the  ovary  is  seen.  Above  these  two  organs  the  permanent  kidney 
(K)  appears.  In  comparing  Fig.  1,  which  represents  the  embryo, 
■v^dth  Fig.  5,  the  adult  ovary  and  tube,  the  atrophic  remains  of  the 
Wolffian  duct  and  its  lateral  tubules  may  be  identified. 

Fig.  2  (MacCallum)  represents  the  embryo  testicle.  Remains  of  the 
Wolffian  duct  and  its  collecting  system,  which  form  the  excretory- 
channels  for  the  testicle,  are  entirely  analogous  in  their  appearance 
and  location  to  that  of  the  tubular  system  represented  in  the  broad 
ligament  of  the  adult  woman.  In  the  atrophy  of  the  Wolffian  body 
only  the  tubular  system  remains,  which  forms,  as  in  this  figure,  the 
spermatic  duct  and  tubules  in  the  male,  and,  as  in  Fig.  5,  the  so-called 
Gartner's  duct  and  parovarial  tubules  in  the  female. 

Fig.  3.  MacCallum's  reconstructed  Wolffian  system.  The  dark, 
cross-hatched  tubule  leading  away  from  it  is  an  excretorj'  or  collecting 
tubule  lined  by  cuboidal,  non-secreting  epithelium  (D).  This  fuses  into 
a  lighter  and  dilated  portion  which  is  lined  by  tj'pical  columnar  secretory 
cells  (S).  After  very  tortuous  ramifications  within  the  Wolffian  body 
this  duct  breaks  up  into  two  or  more  terminals  which  end  in  the  Mal- 
pighian  bodies  (M).  By  comparison  with  Fig.  5  it  will  be  seen  that 
the  Wolffian  duct  (W  D)  is  represented  by  Gartner's  duct  in  the  broad 
ligament.  The  Wolffian  tubules  (W  T)  are  represented  in  the  broad 
ligament  by  the  parovarian  tubules.  The  secretory  portion  (S),  if 
present,  is  buried  in  the  hUus  of  the  ovary. 

Fig.  4  (MacCallum).  A  histological  drawing  showing  the  character  of 
the  epithelium  in  the  collecting  and  secretory  tubules.  In  the  collecting 
tubule  it  is  of  the  cuboidal,  non-secreting  type,  whereas  in  the  secretory 
portion  it  is  of  the  more  or  less  high  columnar  mucous  type. 

Fig.  5.  A  drawing  of  the  normal  ovary  and  tube  modified  from 
Kelly's  Practical  Gynecology.  In  this  drawing  the  remains  of  the 
Wolffian  tubular  system  are  excellently  depicted.  Only  the  Wolffian 
duct  (Gartner's  duct)  and  the  collecting  parovarial  tubules  are  repre- 
sented. If  there  are  any  remains  in  this  specimen  of  the  secretory 
Gyn  Soc  21 
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portion  of  the  Wolffian  system,  it  is  hidden  within  the  hilus  or  stroma 
of  the  ovary. 

Fig.  6.  A  composite  drawing  made  from  serial  sections  of  the  remains 
of  a  secretory  tubule  in  a  senile  ovary  which  was  beginning  to  show 
the  earliest  stage  of  cystic  change.  Section  after  section  in  series  was 
followed,  and  the  devious  ramifications  of  this  tubule  were  traced. 
Portions  of  the  tubule  were  undilated,  while  various  other  points 
showed  distinct  outgrowths  into  the  surrounding  ovarian  stroma. 
Throughout  its  entire  length  it  was  lined  by  typical  high,  columnar, 
secretory  mucous  cells  of  a  purely  glandular  type. 

Fig.  7  represents  a  tubule  which  was  traced  from  one  section  to 
another  until  it  ultimately  terminated  in  a  blind  cystic  dilatation  lined 
with  glandular  cells.  From  Figs.  6  and  7  the  conclusion  is  drawn  that 
the  multilocular  glandular  cysts  of  the  ovary  arise  from  the  remains 
of  the  secretory  portions  of  the  Wolffian  tubular  system  represented 
in  MacCallum's  reconstructed  drawing,  and  that  each  loculus  is  simply 
the  budding  or  snaring  off  of  various  portions  of  these  secretory  tubules. 

Fig.  8.  A  drawing  of  the  gross  specimen.  Evidence  of  the  cystic 
formation  is  seen  only  in  the  hilus  of  the  ovary.  The  alabaster  white 
tunica  albuginea  appears  beneath  the  hilus.  The  tracing  made  from 
a  cross  section  of  the  ovary  in  its  central  portion  shows  the  glandular 
remains  to  be  beneath  the  parovarium  in  the  paroophoron  above  the 
true  ovarian  tissue.  Figs.  6  and  7  are  taken  from  this  portion  of  the 
ovary.  While  this  ovary  was  yet  only  very  slightly  increased  in  size 
above  the  normal  senile  ovary,  the  opposite  ovary  had  been  converted 
into  a  very  large  multilocular  glandular  cyst  in  which  none  of  the 
ramifications  of  the  suspected  remains  of  the  secretory  portions  of  the 
Wolffian  duct  could  be  traced. 
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JOHN  BYRNE,  M.D.,  M.R.C.S.E.,  LL.D. 

By  Charles  Jewett,  M.D., 
New  York  City. 


Few  remain  of  the  pioneers  in  American  gynecology.  Of 
the  thirty-nine  original  Fellows  of  this  Society  but  a  small 
band  survive.  Three  have  fallen  in  the  last  year.  Of  this 
number  none  was  more  beloved  and  honored  by  his  fellow 
townsmen  than  the  subject  of  this  sketch. 

John  Byrne  was  the  son  of  Stephen  Byrne  a  well-to-do 
merchant  of  Kilkeel,  Ireland.  He  was  born  in  Kilkeel,  October 
13, 1825,  and  died  in  Montreaux,  Switzerland,  October  1, 1902. 

Young  Byrne  was  educated  with  a  view  to  becoming  a 
surgeon  in  the  British  navy.  He  received  a  thorough  course 
of  classical  training  at  the  Diocesan  Seminary  in  Belfast,  and 
still  further  pursued  his  studies  under  private  tutors.  He 
began  the  study  of  medicine  at  the  early  age  of  sixteen  years 
at  the  Royal  Institute  in  Belfast,  and  received  the  degree  of 
doctor  of  medicine  from  the  latter  school  in  1842.  Not  con- 
tent with  a  mere  license  to  practice,  he  continued  his  medical 
studies  in  the  Universities  of  Dublin,  Glasgow,  and  Edinburgh, 
graduating  with  honor  from  the  latter  in  1846.  Subsequently 
he  took  an  ad  eundem  degree  at  the  New  York  Medical  College, 
in  1852.  The  degree  of  LL.D.  was  conferred  upon  him  by  the 
College  of  St.  Francis  Xavier,  New  York,  in  1896. 

Success  marked  his  professional  career  from  the  first. 
Scarcely  had  Dr.  Byrne  completed  his  college  training  when 
he  was  placed  in  charge  of  one  of  the  temporary  fever  hospitals 
during  the  Irish  famine  in  1847,  a  position  which  he  filled 
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with  distinction.  In  the  following  year  the  British  Govern- 
ment tendered  him  an  appointment  in  the  navy.  At  that 
time  he  had  resolved  to  seek  his  fortune  in  the  country  of  his 
adoption,  and  the  honor  was  declined. 

He  settled  in  Brooklyn,  rose  rapidly  to  a  commanding  posi- 
tion in  practice  and  became  a  conspicuous  figure  in  public 
affairs.  In  1857  he  was  instrumental  in  founding  a  dispensary 
and  hospital  which  in  the  succeeding  year  was  incorporated 
as  the  Long  Island  College  Hospital.  He  was  made  a  member 
of  its  first  Council  and  was  its  first  physician.  Later  he  held 
for  a  time  the  Clinical  Professorship  of  Uterine  Surgery. 

In  1858  Dr.  Byrne  was  appointed  Surgeon-in-Chief  to  St. 
Mary's  Hospital  for  Women,  a  position  wliich  he  held  during 
the  remainder  of  his  life.  He  became  President  of  the  Faculty 
of  St.  Mary's  General  Hospital,  and  was  entrusted  with  the 
organization  of  that  institution  in  1882.  He  was  consulting 
surgeon  to  the  St.  John's  Hospital,  Long  Island  City.  He  was 
President  of  the  American  Gynecological  Society  in  1892, 
President  of  the  New  York  Obstetrical  Society  in  1874-75, 
and  the  first  President  of  the  Brooldyn  Gynecological  Society, 
1890-91.  He  was  a  Fellow  of  the  American  Academy  of 
Medicine,  of  the  New  York  Academy  of  Medicine,  member  of 
the  American  Medical  Association,  of  the  Medical  Society  of 
the  County  of  Kings  and  corresponding  member  of  the  Boston 
and  Washington  Gynecological  Societies. 

For  many  years  Dr.  Byrne  controlled  the  largest  hospital 
service  in  Brooklyn,  had  the  largest  private  clientage,  and 
ranked  as  the  leading  consultant  in  his  special  field. 

Most  notable  among  Dr.  Byrne's  surgical  achievements 
were  numerous  and  varied  applications  of  electrocautery  in 
gynecic  surgery.  His  electrocautery  battery,  the  best  of  its 
time,  bears  witness  to  his  expert  knowledge  of  electrophysics. 
Many  other  well  known  surgical  devices  bear  his  name.  His 
results  in  hundreds  of  cases  of  liigh  cervical  amputation  for 
cancer  of  the  cervix  performed  with  electrocautery  doubtless 
exceeded  those  of  hysterectomy  in  life-saving  value.  Byrne 
was  the  first  to  substitute  electrothermic  hemostasis  for  the 
ligature  in  hysterectomy.  His  earliest  complete  ablation  of 
the  cancerous  uterus  by  cautery  was  performed  in  1895. 
During  a  visit  to  Paris  he  operated  by  invitation  at  the 
Lourcine  Pascal  Hospital.    To  him  chiefly  belongs  whatever 
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of  credit  attaches  to  the  introduction  of  electrocautery  in  the 
treatment  of  uterine  cancer. 

Dr.  Byrne's  scientific  wTitings  were  forceful  and  scholarly. 
In  addition  to  numerous  papers  on  gynecologic  subjects  he 
was  the  author  of  a  work  on  Electrocautery  in  Uterine  Surgery, 
published  in  1872.  Yet  he  was  not  a  prolific  writer.  The 
demands  of  an  enormous  clientele,  a  large  consulting  practice 
and  of  his  executive  and  professional  duties  in  Brooklyn's 
largest  hospital  were  too  exacting  to  permit  much  leisure  for 
literary  effort. 

Dr.  Byrne  was  twice  married.  He  was  the  father  of  nine 
children,  but  two  of  whom  survive  him.  His  later  years  were 
saddened  by  frequent  deaths  in  his  household.  Yet  great  as 
his  grief  he  seldom  spoke  of  his  domestic  afflictions.  His  last 
days  were  spent  abroad  in  search  of  health  for  his  few  sur- 
viving children. 

Dr.  Byrne  was  a  man  of  sterling  character  and  of  a  punc- 
tilious sense  of  professional  honor.  Generous  and  magnani- 
mous to  a  fault,  he  was  above  intrigue  and  petty  jealousies. 
Socially  his  genial  nature,  cordial  manner,  and  keen  sense  of 
humor  made  him  a  charming  companion.  A  loving  cup 
presented  by  his  associates  of  St.  Mary's  Hospital  in  1892 
and  a  dinner  given  in  his  honor  by  the  Brooklyn  Gyneco- 
logical Society  in  1896  bespeak  the  esteem  and  affection  in 
which  he  was  held  among  his  colleagues  at  home. 
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By  Clement  Cleveland,  M.D., 

iVety  York  City. 


Though  at  all  times  it  is  sad  to  record  the  death  of  such 
a  man  as  Dr.  Thomas,  yet  it  is  a  satisfaction  to  know  that  he 
died  .ripe  in  years,  with  his  life-work  done  and  an  accom- 
plished career  that  is  a  pride  to  his  family  and  one  of  the 
glories  of  our  profession. 

Theodore  Gaillard  Thomas  was  born  November  21,  1831,  at 
Edisto  Island,  near  Charleston,  S.  C,  and  died  at  Thomasville, 
Georgia,  February  28,  1903,  a  few  months  after  his  seventy- 
first  birthday. 

The  founder  of  the  family  in  tliis  country  was  the  Rev. 
Samuel  Thomas,  a  clergyman  of  the  Established  Church,  who 
came  as  a  missionary  in  1700.  His  maternal  ancestor  was 
Theodore  Gaillard,  a  Huguenot  refugee,  who  fled  from  France 
soon  after  the  revocation  of  the  Edict  of  Nantes,  in  1678,  and 
settled  in  Charleston.  Tracing  the  history  of  the  family 
further  still,  it  is  shown  that  he  was  descended  from  a  long 
line  of  educated,  cultured  people,  a  people  of  refinement  and 
intense  rehgious  sentiment,  a  people  who,  like  the  Puritans, 
abandoned  their  own  beloved  country  that  they  might 
worship  God  after  their  own  hearts. 

The  Rev.  Ed.  Thomas,  the  father  of  Dr.  Thomas,  settled 
at  Edisto  Island,  and  was  distinguished  as  a  preacher.  His 
mother  was  Jane  ^Marshall  Gaillard,  daughter  of  Judge 
Gaillard. 

Like  all  country  clergymen.  Dr.  Thomas'  father's  pecuniary 
reward  was  very  slender,  yet  he  desired  for  his  son  the  best 
education  he  could  secure.  Dr.  Thomas  was  enabled  to  enter 
Charleston  College  at  the  age  of  fourteen,  where  he  remained 
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but  three  years,  leaving  to  enter  the  Medical  College  of  the 
State  of  South  Carolina,  where  he  was  graduated  at  the  age 
of  twenty-one.  That  thus  early  he  made  full  use  of  his  op- 
portunities and  showed  his  devotion  to  study  is  evinced  by 
the  fact  that  he  received  the  highest  honors  for  his  graduation 
thesis,  which  had  for  its  subject  "The  Efficacy  of  Cod-liver 
Oil  in  Consumption,"  a  remedy  which  had  but  lately  been 
introduced. 

Feeling  the  need  of  greater  opportunities  for  study,  and 
being  ambitious  to  make  the  best  of  all  that  was  in  him,  he 
decided  to  seek  hospital  training  in  New  York  City.  He 
sailed  on  a  coasting  schooner  as  a  common  sailor  and  landed 
in  New  York  without  a  single  acquaintance.  This  was  in  the 
Spring  of  1852.  He  was  admitted  as  interne  in  Bellevue 
Hospital  after  competitive  examination,  and  commenced  his 
duties  on  April  1st  of  that  year.  He  afterward  served  for  six 
months  in  the  Emigrants'  Hospital  on  Ward's  Island.  Then 
followed,  for  the  completion  of  his  equipment,  a  year  in  Paris, 
where  he  attended  the  clinics  of  the  hospitals  and  advanced 
his  knowledge  of  the  French  language.  After  this  he  entered 
the  Rotunda  at  Dublin,  where  he  acquired  the  foundation  for 
the  knowledge  which  later  brought  liim  fame  as  a  lecturer 
on  obstetrics.  He  returned  to  the  United  States  in  1855,  and 
at  once  began  the  practice  of  his  profession  in  New  York  City, 
and  continued  in  the  performance  of  all  its  arduous  duties 
for  a  period  of  fifty  years,  winning  its  highest  honors,  the 
wise  and  revered  teacher  of  many  pupils. 

On  his  return  to  this  country,  with  his  resources  exhausted, 
he  had  to  meet  the  momentous  question  which  has  con- 
fronted many  an  ambitious  aspirant  for  metropolitan  fame, 
whether  to  starve  in  a  great  city,  where  the  opportunities  were 
unbounded,  or  at  once  to  make  sure  of  his  bread  and  board 
in  narrower  and  less  congenial  fields.  It  was  fortunate  for 
him  and  the  profession  that  he  had  the  courage  to  take  the 
risk  and  settle  in  New  York. 

Then  began  his  struggles  and  toil,  his  ambition  and  deter- 
mination to  win  his  place,  to  train  his  powers,  and  lay  the 
foundation  of  his  full  success. 

Without  waiting  for  his  practice  to  grow,  he  at  once  set  to 
work  to  employ  his  time,  and  established,  in  conjunction  with 
the  lamented  Donahae,  a  "quiz  class."  This  was  a  success 
from  the  start,  and  made  him  widely  known  as  a  teacher,  and 


T.  QAILLABD  THOMAS.  329 

was  in  reality  the  stepping-stone  to  his  later  advancement  in 
college  preferments.  The  University  Medical  College  soon 
appointed  him  as  adjunct  to  the  clinic  of  obstetrics,  then 
held  by  Dr.  Bedford. 

About  the  same  time  he  was  made  visiting  physician  to 
Bellevue  Hospital,  and  this  position  he  held  for  many  years 
He  there  established,  what  was  a  unique  feature  at  that  time, 
a  clinical  course  in  medical  diagnosis.  It  at  once  became 
popular,  for  the  method  was  so  clear  and  exact  that  a  student 
acquired  more  in  an  hour  than  he  could  possibly  assimilate 
from  many  didactic  lectures.  There  is  no  doubt  that  this 
very  breaking  away  from  old  methods  by  Dr.  Thomas  laid 
the  foundation  for  the  present  splendid  work  done  in  this  line 
in  all  the  hospitals. 

Each  student  was  called  down  upon  the  floor  of  the  small 
amphitheatre  then  used,  and  given  a  patient  to  examine, 
under  Dr.  Thomas'  personal  guidence  and  direction,  by  all 
the  means  then  known  to  physical  diagnosis.  It  was  a  new 
departure,  and  was  the  first  attempt  to  impress  upon  the  mind 
of  the  student  the  importance  of  accurate  diagnosis.  The 
popularity  of  the  work  kept  up  Dr.  Thomas'  interest  and 
enthusiasm  for  years. 

It  is  said  that  a  man  never  does  good  work  without  an 
incentive,  and  that  fundamental  incentive  is  necessity.  The 
competition  in  medicine  was  then  and  has  ever  been  sharp. 
To  live  in  New  York  and  gain  a  foothold  a  young  man 
without  means  has  to  make  watchful  use  of  all  his  energies. 
With  Dr.  Thomas  work  was  a  necessity  at  that  time,  and  a 
fortuitous  circumstance  threw  him  in  the  way  of  one  who 
recognized  his  capacity  and  ability.  Dr.  John  T.  Metcalfe,  at 
that  time  one  of  the  most  prominent  of  New  York's  leading 
physicians,  invited  him  to  become  an  associate  with  him  in 
his  private  practice.  Dr.  Metcalfe  had  then,  and  for  many 
years  afterward,  a  very  large  and  influential  clientele.  This 
close  association  with  this  most  talented  and  successful  of 
men  at  once  gave  him  the  start  which  dispelled  any  doubt 
he  might  have  had  as  to  the  possibility  of  remaining  perma- 
nently in  New  York.  The  close  intimacy  then  commenced 
did  not  terminate  until  the  death  of  Dr.  Metcalfe  only  a  short 
time  before  his  own. 

In  1857  Dr.  Thomas  was  appointed  to  the  chair  of  Ob- 
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stetrics,  to  succeed  Dr.  Bedford,  and  held  the  position  until 
1863.  This  position  he  resigned  to  become  Adjunct  Professor 
of  Obstetrics  in  the  College  of  Physicians  and  Surgeons,  to 
the  chair  held  by  Prof.  Oilman. 

In  1865  he  succeeded  to  the  full  chair,  and  became  Professor 
of  Obstetrics  and  the  Diseases  of  Women  and  Children.  This 
position  he  held  until  1879,  when  he  gave  up  the  departments 
of  obstetrics  and  the  diseases  of  children,  and  became  Pro- 
fessor of  Gynecology.  For  many  years  he  had  been  narrowing 
the  field  of  his  professional  work  and  devoting  his  time  to 
gynecology  alone,  having  given  up  the  practice  of  obstetrics 
and  all  general  practice  besides.  In  1881  he  became  Professor 
of  Clinical  Gynecology.  These  were  the  years  of  his  greatest 
triumphs  both  as  a  lecturer  and  as  a  surgeon.  To  those  who 
listened  to  him  he  was  the  inspired  teacher  whose  every  word 
carried  conviction.  His  style  was  clear  and  concise,  and  full 
of  sparkle  and  brilliancy.  Every  fact  was  presented  with 
such  logical  force  that  no  doubt  of  the  truth  of  his  statement 
ever  arose.  His  lecture-room  was  always  packed  with  eager 
listeners,  who  were  not  students  of  the  College  alone,  but  men 
in  the  active  practice  of  the  profession,  and  of  all  ages.  Few 
men  had  such  power  of  holding  an  audience  in  sympathetic 
interest  by  the  charm  and  sway  of  eloquence.  To  say  that 
he  was  a  born  orator  is  not  stating  the  facts  in  full.  He  was 
one  by  cultivation  and  study  as  well.  He  was  a  careful 
student,  and  studied  to  present  his  subject  in  the  clearest, 
most  persuasive  language,  and  also  to  embellish  it  with 
engaging  voice  and  tone.  He  never  strove  to  establish  a 
reputation  as  an  orator,  but  studied  oratory  to  enable  him  to 
make  his  words  convincing.  To  those  who  knew  him  and 
watched  him  he  was  always  a  progressive,  growing  man. 
He  made  his  professorship  a  means  of  further  pupilage  for 
himself  and  verified  the  saying  that  the  best  learning  is 
gained  through  teaching. 

Being  convinced  that  a  text-book  for  the  American  student 
and  book  of  reference  for  the  busy  practitioner  was  needed, 
he  undertook  the  work  of  preparing  A  Practical  Treatise  on 
the  Diseases  of  Women,  which  was  first  published  in  1868. 
This  was  the  first  distinct  work  on  the  subject  ever  published. 
Gynecology  had  been  making  rapid  strides  in  the  previous  few 
years,  chiefly  from  the  impetus  given  by  Marion  Sims,  yet  the 
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records  of  its  progress  were  found  "merely  in  special  mono- 
graphs, jom'nals,  transactions  of  societies,"  etc.  The  approba- 
tion it  received  was  so  marked  that  the  first  edition  was  ex- 
hausted within  six  months  and  another  edition  called  for. 
A  medical  work  never  received  greater  commendation  and 
indorsement.  The  book  was  translated  into  French,  German, 
Italian,  Spanish,  and  Chinese,  and  passed  through  six  editions, 
and  sold  to  the  number  of  sixty  thousand  copies,  extending 
his  fame  throughout  the  world. 

His  greatest  and  best  work  as  a  surgeon  was  done  while 
on  the  staff  of  the  Woman's  Hospital,  where  he  became 
attending  surgeon  in  1872,  terminating  his  connection  with 
the  hospital  by  resignation  in  1887.  Those  who  served  under 
him  during  this  time  learned  to  cherish  the  high  privilege  of 
intercourse  and  intimacy  with  him,  and  to  be  grateful  to  him 
for  many  kind  offices  and  favors  received  at  his  hands.  His 
delicate  courtesy,  his  readiness  to  help  and  advise  made  him 
revered  and  loved  by  all.  His  clinics  at  the  hospital  were 
always  largely  attended.  It  was  the  general  feeling  that  there 
was  always  something  to  learn  from  his  work.  He  was  a 
rapid  though  careful  operator,  resourceful  in  difficult  situa- 
tions, always  calm,  never  rattled  by  the  most  unexpected 
complications.  As  a  laparotomist  he  was  easily  first  and 
distinguished  above  all  others  for  his  masterly  technic. 

He  was  a  born  artificer  and  inventor,  and  the  versatility 
of  his  genius  is  shown  in  his  many  instruments  and  surgical 
devices  and  operative  procedures.  He  was  a  keen  observer, 
always  apt  in  illustration,  felicitous  in  quotation,  and  clear  in 
demonstration,  so  that  an  observer  at  his  operations  readily 
understood  each  step.  He  was  the  originator  of  many  new 
methods  in  surgery,  some  of  which  are  known  by  his  name, 
and  especially  the  operation  of  laparoelytrotomy. 

Among  the  fellowships  and  positions  held  by  Dr.  Thomas  are 
the  following:  Fellow  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  New  York  Path- 
ological Society,  the  New  York  Medical  and  Surgical  Society, 
a  founder  and  several  times  President  of  the  New  York  Ob- 
stetrical Society,  a  founder  and  third  President  of  the  Ameri- 
can Gynecological  Society,  a  member  of  the  New  York  Medical 
Association,  Corresponding  Member  of  the  Obstetrical  Society 
of  Philadelphia,  the  Gynecological  Society  of  Boston,  the 
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Medical  Society  of  Lima,  Peru;  the  Obstetrical  Society  of 
Berlin,  Honorary  Fellow  of  the  Washington  Obstetrical  and 
Gynecological  Society,  the  Chicago  Gynecological  Society,  the 
Louisville  Obstetrical  Society,  the  British  Gynecological  So- 
ciety, the  Societe  Imperiale  de  Medicine  de  Constantinople, 
Honorary  Fellow  of  the  College  of  Physicians  of  Philadelphia, 
the  Edinburgh  Obstetrical  Society,  Honorary  Member  of  the 
Obstetrical  and  Gynecological  Society  of  Berlin,  Honorary 
Fellow  of  the  London  Obstetrical  Society.  He  was  consulting 
Obstetrician  of  the  old  Marion  Street  Maternity  Hospital, 
Nursery  and  Child's  Hospital,  and  New  York  Infant  Asylum. 
He  was  Chairman  of  the  Committee  on  National  Health, 
Bureau  of  the  Academy  of  Medicine,  during  the  administra- 
tion of  President  Cleveland.  He  took  the  deepest  interest  in 
the  proceedings  of  this  committee,  which  was  for  the  purpose 
of  influencing  the  government  to  establish  a  department  of 
health.  He  had  the  matter  very  much  at  heart,  and  labored 
arduously  to  bring  it  about. 

Dr.  Thomas  was  married  in  1862  to  Miss  Mary  T.  Willard, 
of  Troy,  daughter  of  the  late  John  W.  Willard,  and  grand- 
daughter of  Emma  Willard,  the  authoress  and  founder  of  the 
Troy  Female  Seminary. 

This  memorial  should  not  be  closed  without  a  few  words 
regarding  Dr.  Thomas  the  man,  as  he  appeared  to  those  who 
knew  him  best,  his  friends  and  intimates.  He  was  loved  by 
all  of  them  for  his  open-hearted  generosity,  lovable  personal 
characteristics  and  charm.  He  had  a  most  kindly  sympa- 
thetic nature,  and  no  appeal  of  distress  ever  passed  him  un- 
answered. His  tastes  were  pure  and  refined,  and  his  aims 
always  lofty.  His  professional  brethren  accredit  him  with  the 
highest  qualities  of  independence,  candor  and  rectitude  of 
mind.  He  was  a  man  to  whom  one  could  always  appeal  and  be 
sure  of  an  honest  reply.  As  to  what  manner  of  man  he  was 
in  his  home  life,  to  those  who  were  dearest  to  him,  much  might 
be  said  here  were  it  seemly  to  enter  into  such  privacy.  It  is 
sufficient  to  say  he  had  a  most  happy  and  charmed  home, 
and  strong  indeed  was  the  affection  which  bound  him  to 
wife  and  children.  With  such  traits  of  heart  and  mind,  with 
professional  eminence  of  the  highest,  his  scientific  and  scholarly 
attainments,  imited  with  such  breadth  and  fulness  of  intel- 
lectual powers,  he  was  not  wanting  in  the  love  and  respect  of 
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the  whole  profession.  He  died  as  he  had  lived — a  Christian 
gentleman,  a  devoted  lover  of  his  profession,  believing  in  it 
as  "one  of  the  chief  bulwarks  of  society"  and  "one  of  the 
chief  factors  in  shaping  the  progress  and  civilization  of  the 
world." 

Bibliography  of  Dr.  Thomas'  Writings. 

A  Practical  Treatise  on  the  Diseases  of  Women,  first  edition,  1868  ; 
sixth  edition  (Thomas  and  Munde),  1891. 

Liste  des  Franfais  et  Suises,  a  contribution  to  the  history  of  the  Hugue- 
nots, South  Carolina,  1887. 

Most  Important  Journal  Articles. 

A  Lecture  on  the  Prevention  of  Postpartum  Hemorrhage,  1859. 

Lectures  on  the  Accidents  which  may  Occur  Subsequent  to  Parturition. 
Delivered  in  the  University  Medical  College,  New  York,  1860. 

Introductory  Address  Delivered  at  the  College  of  Physicians  and  Sur- 
geons, New  York,  October  17,  1864. 

The  History  of  Nine  Cases  of  Ovariotomy,  1869. 

The  History  of  Four  Cases  of  Chronic  Inversion  of  the  Uterus,  with 
the  account  of  an  Operation  Designed  as  a  Substitute  for  Amputation, 
November,  1869. 

Vaginal  Ovariotomy,  April,  1870. 

A  Paper  read  before  the  Yonkers  Medical  Association.  Gastroely- 
trotomy ;  a  Substitute  for  the  Cesarean  Section.  Reprinted  from  the 
American  Journal  of  Obstetrics  and  Diseases  of  Women  and  Children, 
May,  1870,  vol.  iii..  No.  1. 

Three  Cases  of  Double  Ovariotomy,  July,  1872. 

A  Clinical  Contribution  to  the  Treatment  of  Tubal  Pregnancy,  June, 
1875. 

Remarks  upon  the  Enucleation  of  Uterine  Fibroids,  with  Illustrated 
Cases,  July,  1876. 

Annual  Report  of  the  New  York  Medical  and  Surgical  Society.  (No 
date  given. ) 

A  Case  of  Abdominal  Pregnancy  Treated  by  Laparotomy,  1876. 

Remarks  on  Chronic  Dysentery ;  with  the  History  of  a  Case  of  Five 
Years'  Standing  Cured  within  Five  Weeks  by  Topical  Treatment,  Janu- 
ary, 1876. 

•  Double  Ovariotomy  Performed  for  the  Removal  of  Solid  Ovarian  Tu- 
mors ;  Transfusion  of  Milk  Four  Days  after  Operation,  January,  1876. 

The  Prophylactic  Treatment  of  Placenta  Previa,  May,  1877. 

Laparoelytrotomy ;  a  Substitute  for  the  Cesarean  Section,  April,  1878. 

The  Intravenous  Injection  of  Milk  as  a  Substitute  for  the  Transfusion  of 
Blood,  Illustrated  by  Seven  Operations,  May,  1878. 
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The  Most  Effectual  Method  for  Controling  the  High  Temperature  Oc- 
curring after  Ovariotomy,  August,  1878. 

Comparison  of  the  Kesults  of  the  Cesarean  Section  and  Laparoely- 
trotomy  in  New  York.  (Reprinted  from  the  New  York  Medical  Journal, 
May,  1878.) 

A  New  Method  of  Removing  Interstitial  and  Submucous  Fibroids  of  the 
Uterus,  Illustrated  by  Cases,  February,  1879. 

The  Higher  Functions  of  Medicine.  An  Address  Delivered  on  the 
Twenty-fifth  Anniversary  of  the  Jenkins  Medical  Association  of  Yonkers. 
(No  date  given. ) 

Annual  Address  by  the  President.  The  Gynecology  of  the  Future  and 
its  Relations  to  Surgery,  1880. 

Clinical  Contribution  to  the  Subject  of  Removal  of  the  Uterus  in  Whole 
or  in  Part  for  the  Extirpation  of  Tumors  Connected  with  that  Organ,  1880. 

The  Prevention  and  Treatment  of  Puerperal  Fever,  December  15,  1883, 

An  Address  in  Obstetrics  and  Gynecology.  Delivered  at  the  First  An- 
nual Meeting  of  the  New  York  State  Medical  Association,  November  19, 
1884. 

The  Prevention  and  Treatment  of  Puerperal  Fever,  February  16,  1884. 

Vulvar  and  Vaginal  Enterocele,  December  26,  1885. 

An  Examination  into  the  Origin  of  Typhoid  Fever  and  Advice  as  to  its 
Eradication.  An  Address  to  the  People  of  Southampton,  Long  Island, 
1887. 

Chart  of  Auscultation  and  Percussion,  October  15,  1888. 

Anteflexion  of  the  Uterus ;  its  Etiology,  Pathology,  and  Treatment,  1888. 

The  New  York  Academy  of  Medicine  Anniversary  Discourse,  1887. 

A  Eulogy  upon  Cornelius  Ree  Agnew.  Read  before  the  New  York 
Academy  of  Medicine,  June  7,  1888. 

Acute  Mania  and  Melancholia  as  Sequels  of  Gynecological  Operations, 
April  13,  1889. 

A  Successful  Case  of  Cesarean  Section,  May,  1892. 

A  Plea  for  Explorative  Incision  in  Ascites  in  Women,  January,  1892. 

In  Memoriam.  John  Thomas  Metcalfe,  No.  947,  class  of  1838.  Died 
January  22,  1902,  at  Thomasville,  Ga.,  aged  eighty-four  years,  January 
9,  1902. 
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EDWARD  W.  JENKS,  M.D. 

Born,  1833,     Died,  1903. 

By  Andrew  F.  Currier,  M.D., 

New  York  City. 


The  veterans  of  our  Society  form  but  a  thin  line  now.  One 
more  of  their  number  has  fallen.  Close  up  the  ranks!  "The 
Guard  dies,  but  never  surrenders." 

Edward  W.  Jenks  was  born  at  Victor,  Ontario  County,  N.Y., 
in  1833,  of  New  England  parents.  In  1843  his  parents  moved 
to  the  village  of  Ontario,  in  the  county  of  La  Grange,  Ind. 
There  his  father  established  the  La  Grange  Collegiate  Institute, 
and  there  our  comrade's  early  education  was  received.  After 
his  academic  course  was  finished  he  went  to  New  York  City, 
and  in  the  Medical  Department  of  the  New  York  University, 
as  well  as  in  the  office  of  the  late  Dr.  James  R.  Wood,  began 
his  medical  education. 

He  next  entered  the  Castleton  Medical  College,  in  Vermont, 
where  he  received  his  degree  in  medicine  in  1855.  Subse- 
quently he  began  the  practice  of  medicine  at  his  home  in  Indi- 
ana, going  thence  to  Warsaw,  N.  Y.  From  the  latter  place 
he  returned  to  New  York  City,  where  he  took  a  postgraduate 
course  at  Bellevue  Hospital  Medical  College,  and  received  a 
degree  in  1864.  Thence  he  went  to  Detroit,  and  in  1868  was 
one  of  the  founders  and  the  first  President  of  the  Detroit  Col- 
lege of  Medicine.  He  was  also  professor  of  obstetrics  and  dis- 
eases of  women  until  1879,  when  he  was  appointed  professor 
of  the  surgical  diseases  of  women  at  Bowdoin  College,  Maine. 
About  this  time  he  was  also  elected  professor  of  the  medical 
and  surgical  diseases  of  women  in  the  Chicago  Medical  College, 
and  to  the  latter  city  he  removed  his  residence,  remaining  there 
until  1884,  when  he  returned  to  Detroit,  which  continued  to  be 
his  home  until  the  end  of  his  life. 
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He  was  one  of  the  founders  of  ih&Detroit  Review  of  Medicine, 
and  for  four  years  was  its  editor. 

He  was  greatly  interested  in  the  children  of  the  poor  and 
vicious,  and  as  a  member  of  the  Michigan  Board  of  Corrections 
and  Charities  gave  much  time  and  thought  to  the  improvement 
of  their  condition. 

Consistently  with  all  his  public  acts,  he  was  no  mere  figure- 
head in  this  position,  but  did  his  work  with  enthusiasm,  and 
gave  to  it  the  best  that  he  had.  He  was  a  member  of  various 
local,  State,  and  national  societies,  and  certainly  brought 
credit  to  all  with  which  he  was  connected. 

Of  his  home  life  we  naturally  speak  with  some  reticence, 
for  it  was  not  a  matter  which  he  would  have  cared  to  be 
paraded  even  before  his  colleagues  in  this  Society.  We  can 
speak  from  observation,  however,  of  its  beauty  and  attract- 
iveness, of  his  devotion  to  his  wife,  whose  many  years  of 
invalidism  brought  their  compensation  in  his  affectionate 
service,  and  of  the  reciprocal  love  between  him  and  his  son 
and  daughter,  of  whom  the  latter  was  his  companion  in 
many  journeys,  while  the  former  received  the  mantle  _  of 
work  and  responsibility  which  fell  from  his  shoulders  during 
the  latter  years  of  life. 

His  relations  with  our  Society  began  with  its  formation. 
As  the  representative  gynecologist  of  Detroit  he  was  selected 
as  a  charter  member.  His  contributions  to  gynecology  were 
numerous  and  useful.  He  devised  an  operation  upon  the 
perineum  when  the  anatomy  and  function  of  that  structure 
were  less  well  understood  than  now.  His  brochure  on  the 
disorders  of  menstruation  was  favorably  received  by  gyne- 
cologists and  by  the  profession  at  large.  His  voice  was  often 
heard  in  debate,  his  opinions  were  cogent,  and  his  expression 
lucid.  It  is  especially  as  a  friend  that  the  writer  desires  to 
offer  his  tribute.  His  was  one  of  the  prized  friendships  of 
life,  for  amid  much  that  is  insincere  and  unreliable  in  pro- 
fessional relationship,  the  sincerity  and  genuineness  of  his 
friendship  could  never  be  doubted.  Years  ago  it  was  our 
privilege  to  begin  to  know  him  in  his  own  home.  It  was 
here,  amid  the  evidences  of  a  strong  and  affectionate  nature 
for  his  family,  his  neighbors,  and  his  friends,  that  we  began 
to  realize  his  worth  as  a  true  man.  The  years  that  have 
passed  since  then  have  not  been  disappointing  as  to  the 
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estimate  that  was  then  formed.  One  of  the  attractions  which 
drew  us  to  om*  annually  recurring  meetings  was  the  hope  and 
expectation  of  seeing  him,  for  he  was  seldom  absent.  The 
contact  with  good  and  true  men  is,  after  all,  one  of  the  greatest 
privileges  of  life.  We  may  be  repeUant  to  many  of  those 
with  whom  our  lot  is  cast,  many  of  them  may  be  repeUant 
to  us;  but  as  the  years  go  by  we  find  our  affinities,  and  the 
satisfaction  which  results  therefrom  is  very  great.  The  feeble 
step  and  failing  strength  of  our  friend  at  the  meeting  at 
Atlantic  City,  in  1902,  admonished  us  that  his  hold  on  life 
was  insecure,  and  now  he  has  left  us.  Can  we  doubt  that  he 
still  exists  in  the  possession  of  eternal  youth  and  in  the 
companionship  of  so  many  whom  we  have  known  who  made 
this  Society  illustrious,  and  the  memory  of  whose  useful  lives^ 
is  fragrant  and  imperishable? 
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